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Difficulties in the Diagnosis of Active Pulmonary Tuberculosis 
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Hony. Visiting Physician to the Howrah General Hospital and to the Mayo Hospital, Caleutta, 


The diagnosis of active pulmonary tuber- 
culosis is a problem that often baffles the in- 
telligence as well as the experience of both the 
general practitioner and the specialist. In some 
cases, the diagnosis is very simple. But diffi- 
culties are not infrequently experienced in 
groups of cases where— 

1. Symptoms only are present, but physical 
signs are doubtful or absent, as in the early 
phases of the disease. 


2. Both symptoms and physical signs are 


present but they are either misleading or account- 
able by other diseased conditions. 


3. The pulmonary tuberculosis happens to 
be associated with some other disease. 


Cases of pulmonary tuberculosis with definite symptoms 
but with doubtful or absent physical signs 


In this group, the diagnosis of pulmonary 
tuberculosis is either made too often or missed 
too often. In France, during the great war, 
80% of a series of 1000 men were wrongly 
diagnosed as tuberculous (RIST) }. Among 1000 
potential recruits for the French Army, whom 
the examining medical officers had considered 
to be tuberculous, KINDBERGH and DELHEIM ? 
found eventually only 15% cases to be so 
suffering. 

The reasons of such a tragical number of 
mistakes in diagnosis are not far to seek. In 
the early phases, too much reliance on physical 
signs viz. slight flattening at one apex, dimi- 


nished movement, slight dulness, alteration of 


vocal fremitus or change in the character of 
breath sounds, is bound to lead to such errors. 
The only reliable physical sign is moderately 
coarse crepitations over the upper parts of the 
lungs, more or less persistent and best elicited 
inspiratory act immediately after 


On the other hand, the absence of 


during the 
coughing. 
physical signs even at the 
phthisiologists, if definite symptoms are present, 


hands of expert 
does not necessarily exclude pulmonary tuber- 


culosis unless radiological and_ bacteriological 
examinations are also negative. 

One often sees a case with hemoptysis and 
bacilli, yet the 


sputum positive to tubercle 


physical signs are absent. Again the physical 
signs may be present on a side which is subse- 
quently shown to be perfectly free from disease on 
radiological examination. In my series of 33 cases 
of proved pulmonary tuberculosis, crepitations 
were not heard in 4 of the cases, though in 
3 of them, X-rays and sputum showed positive 
evidence, and in the remaining one sputum was 
negative to tubercle bacilli on 8 examinations, 
but X-rays showed suspicious infiltrations on 
right upper field. In 1 out of 33, the presence 
of crepitations was doubtful, yet X-rays showed 
definite evidence of disease; the sputum, how- 
ever, was not examined in this case. In two 
cases of the series, crepitations were heard on 
the side which X-rays showed to be perfectly 
clear. In 26, crepitations were heard over the 
upper parts of the lungs (78°45). 
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In 23 of these cases X-rays showed the 
presence of caverns. Clinically, caverns were 
detected in 18 (approximately 78%). In 1, the 
diagnosis of a cavern was made on one side, but 
the X-rays showed it on the opposite side. In 
another, cavern was diagnosed clinically but 
X-rays showed none. 

In 5 of the 23 cases with cavities, physical 
examination failed to indicate their existence. 
In other words, in about 22%) of my _ series of 
unselected cases the cavities were silent. BURTON 
Woop * says: ‘More than 50% of cavities are 
absolutely or relatively silent, and if cavities are 
silent itis obvious that areas of early infiltra- 
tions may be equally so.” 

Hence too much reliance on physical signs 
is bound to lead to many an_ inevitable error in 
the diagnosis of this group of cases. 


The usual group of symptoms such as even- 
ing rise of temperature, lassitude, persistent loss 
of weight, tachycardia, loss of appetite, anaemia, 
may be due toany toxaemic cause or a focus 
nasal sinusitis. 


of sepsis e.g. septic tonsils, 


They may also appear as post-influenzal sequelae. 

Here is a case in point : 

A lady aged 390 yrs. is under my observation, 
since about the middle of 1928, when she had 
complaints of evening rise of temperature (98°F.- 
99°F. and occasionally to 100°F. orally), loss of 
appetite, loss of weight, dry cough and occa- 
sional fleeting pains over the chest. She keeps 
well for months with or without drugs and then 
gets relapses. Till December 1931, lungs showed 
no abnormal signs. But on that date, both the 
attending physician and myself detected some 
dulness over the right upper zone in front and 
right upper and lower zones behind, crepita- 
tions were heard over the right upper zone 
behind. Sputum showed no tubercle bacilli on 
one examination. Stools and urine yielded no 
positive results. The spleen was just palpable. 
Few extra-systoles were present. Skiagraims 
have been taken thrice during last 3}yrs. The 
last was taken in the middle of December, 19831. 
It showed no evidence of infiltration (Plate I). 
It should be realised that the onset of active 
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pulmonary tuberculosis in young adults or even 
in many elderly persons, is sudden as the works 





Plate I. 


of ASSMANN and REDEKER have definitely shown. 
It comes on the healthiest of the healthy iike 
lightning out of a blue sky. 

The only reliable method of avoiding diagnos- 
tic errors in this group of early cases with 


‘doubtful physical signs is to make a thorough 


investigation of each case including a careful 
enquiry into the initial symptoms that herald 
the onset of the disease, an enquiry into any 
history of contact with some case of pulmonary 
tuberculosis, especially an “open” one, inside 
the family circle or even outside it, an examina- 
tion of the sputum, radiological examination of 
the chest, and also a few special tests e.g. the 
PIRQUET or MANTOUX test and the sedimentation 
test of the erythrocytes, if necessary. 


INITIAL SYMPTOMS 


1. Cough was the initial symptom in 9 of my 
33 cases (27.2%). A sudden onset of un-explained 
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cough persisting for more than three weeks, 
should arouse suspicion and requires thorough 
investigation. In BURRELL’S# series of 611 
cases, cough was the initial symptom in 44.8%, 


2. Fever—low intermittent (99°F-100‘F.), re- 
mittent, or even continued was the first symptom 
noticed in 9 cases out of 33, (27.2%). Cough 
and fever together were the initial symptoms in 
6 out of 33 (18.2%). Thus cough with or with- 
out fever and fever with or without cough 
constituted the initial symptom in 72.6% of my 


cases. 


3. Haemoptysis as an initial symptom was 
present in 6 of my 33 cases (18.2%) It can be 
caused by other diseases such as mitral stenosis, 
bronchiectasis, bronchial - fibroma, malignant 
disease of the lungs, and due to conditions of 
high blood pressure etc. If none of these causes 
are found by careful investigation, pulmonary 
tuberculosis should always be taken as the cause 
of it. In my series of 34 cases of haemoptysis 
(including the cases with haemoptysis) 
24 cases were proved to have pulmonary tuber- 
culosis, 7. e. 70.6% of these cases were tuber- 
In 10 out of 34 cases (28.8%), no evi- 
tuberculosis was found. 


initial 


culous. 
dence of pulmonary 
Radiological and sputum examinations have both 
been negative in 4 out of those 10 cases, 13 years, 
2 years, 14 years and 1 week after the onset of 
the hemoptysis. 5 have been examined only 
radiologically, in one case X-rays showing no 
evidence of disease 84 yrs. after the onset of 
haemoptysis. Inthe remaining 1 of the 10 cases 
no skiagram The sputum in this 
case though copious and frankly purulent was 
negative to tubercle bacilli even after 9 examina- 
tions in the course of 8 weeks. This was 
diagnosed tentatively to be a case of rupture 
of a hepatic abscess into the lung from the 
previous history of dysentery and the presence 
of tender enlarged liver. This case died later 
and a post-mortem examination was not allowed. 
In a series of 245 cases with hemoptysis, 
F. B TRUDEAU ® records 69°8% to have pulmo- 
diagnosed by X-rays. 


was taken. 


nary tuberculosis as 
He records in the same series only 8% to have 
had hemoptysis as the first symptom. 
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The occurrence of hemoptysis in an apparently 
healthy person is an indication for a thorough 
investigation by all modern methods including 
lipiodol injections into the bronchial tree to 
exclude the 
and other causes mentioned above. 
will be 


of tuberculosis will be detected even 8-13 yrs. 


hemorrhagic dry bronchiectasis, 
Some cases 


met with where no positive evidence 


after one or more attacks of hamoptysis as in 
2 of my 10 cases. One of them has had about 
10 attacks af hemoptysis in 13 yrs. and another 
several small heamoptyses in 8 yrs. Yet none of 


Plate II. 

Skiagram of the chest of a young woman of 28 years, 
showing no evidence of infiltration, 13 years after 
repeated attacks of haemoptysis. 

the two has shown radiological or bacteriological 
tuberculosis ( Plate II). Lipiodol 
carried out in 


evidence of 
investigation has _ not 
these two cases, so bronchiectasis can not be 
It should be realised that hzmoptysis 


been 


excluded. 
may occur from the scar of an old lesion which 
is tuberculous, but healed. Such cases require 
no treatment except during the haemorrhage. 


4. Pleurisy—un-expiained pleural effusion of 
elear, serous and lymphocytic character, coming 
on suddenly as a result of chill, is undoubtedly 
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— 


caused by a pre-existing latent or apparent tuber- 
None of my 33 


culous focus in the lungs. 
cases had an onset with such pleural effusion. 
One case had an onest with pain in the chest 
due to dry pleurisy and fever. In another 
tase, the onset was indefinite and was associat- 
ed with left lobar pneumonia and subsequent 


greenish purulent effusion which, on culture, 
yielded pneumococcus Type I. 


5. Loss of weight as an initial symptom is 
very rare. It was found in only one of my 
33 cases. 

6. Pain in the hip joint with limitation of 
movement was the initial symptom in another 
of my cases. Cough pointing to the pulmonary 
appeared 8 months later and fever 10 
This case presented the secondary 
(RANKE) 
the pulmonary lesion being associated with tuber- 
culosis of the right hip joint, and phlyctenular 


lesion 
months later. 


and tertiary stages of tuberculosis : 


keratitis with episcleritis which also was tuber- 
culous. 


HISTORY OF CONTACT 


History of contact is one of the important 
diagnostic points. It was present in 10 out of 
33 cases (30°3%). RAYMOND PEARL'S © investi- 
gations show that only one-fourth of the children 
tuberculous parents 


in contact with their 


developed the disease. 


In cases of conjugal tuberculosis, where 
one or other of the consorts had active tuber- 
culosis or had died of the disease, history of 
contact was found in 16°8% in series of 1888 


vases (Minnig) *. 


SPUTUM EXAMINATION 


Sputum examination is often neglected with 
the idea that it would be negative and as such 
of little value. This idea requires modification. 
{t is true that in the early stages, sputum is 
often absent or if present consists chiefly of 
found. 
But it is equally true that once the sputum is 
frankly of ‘tubercle bacilli 
from it even on one or two examinations isa 


mucus and so tubercle bacilli are not 


purulent, absence 
? 
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very strong evidence against the disease being 
active tuberculosis. In 3 out of 4 cases where 
the disease was clinically judged to be early 
because of the absence of crepitations over the 
was found 


upper zones of the lungs, sputum 
positive to tubercle bacilli at the first 


to be 
examination. 
negative 8 times though X-rays showed suspici- 
ous infiltration. In KINGSTON FOWLER’S series 
of 188 cases, as reported by BURRELL, 86°6% 
sputum on the first examina- 


In the remaining one, sputum was 


showed positive 
tion, about 7%, on the second examination. 
Thus approximately 94% of his series showed 
positive sputum at the first or second examin- 
tion. In my series of 33 cases, excluding 4 cases 
whose sputum was not examined, 86°2% showed 
positive sputum at the first examination and 
only one case more of the series was positive 
Hence it is essential 
tubercle 


on second examination. 
to have the sputum examined for 
bacilli as a routine in all suspected cases of 


pulmonary tuberculosis. 


RADIOLOGICAL EXAMINATION 


Radiological examination has shown that the 


type of pulmonary tuberculosis that is now 


discussion, begins as an 
patch just below the outer half of the 


under irregular soft 
cloudy 
clavicle in the peripheral field of the 2nd. or 3rd. 
interspace. ‘This is known as the “Frih-infiltrat” 
of ASSMANN and REDEKER. 
occur in the very early stage, ina few weeks 
even ina few days or hours (RIST) *® leading to 
the formation of a cavity. Such a cavity is named 
“Friih--cavern” by the German radiologists. Even 


Softening might 


when such cavities have formed, physical signs 


are absent, slight or indefinite. Here is an 


illustrative case : 

Young man aged 25 yrs., onset with cough, 
haemoptysis on two occasions followed by fever 
98°DF.-102°F. for one month before coming under 
observation. Physical examination showed dul- 
ness and bronchial breathing over the posterior 
aspect of the right lower lobe. The skiagram 
showed a juxta-hilar cavern in right lower lobe, 
showed tubercle bacilli at the first 
(Plate ITI). 


sputum 
examination 
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This is astriking example of the superiority 
of radiological over physical examination. The 
the X-ray findings 


correct interpretation of 


is however very difficult and it requires the help 





Plate III. 


of an experienced radiologist. ‘The presence of a 
parenchymal lesion only should be taken as an 
evidence of disease and not merely a thickened 
pleura. Dense and enlarged hilar shadows, peri- 
bronchial striations are 
dwellers. Hilum 
infiltration is a myth. 


radiologist: he is dealing with shadows only, 


found in normal city- 
tuberculosis or peribronchial 


A word of warning to the 


his sole object is to detect the presence of abnor- 
mal shadows. He should not try to do too much 
by interpretation of the shadows into definite 
pathological changes. From a skiagraim it is not 
possible to assert definitely whether the lesion 
is active or not, though ill-defined soft opaci- 
ties are usually considered to indicate activity, 
while discrete well-defined hard opacities indi- 
cate absence of activity. A comparative study 


of serial radiograms taken every 6 weeks under 


a standardised technique in correlation with 
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temperature, pulse-rate, weight, and sedimenta- 
tion rate of the erythrocytes, can definitely 
reveal the presence of activity in the pulmonary 
lesion. Inspite of these limitations, GRAVESEN ® 
Says ; The earliest beginnings of pulmonary 
tuberculosis are associated with insignificant and 
often quite negative stethoscopic signs.,....the 
stethoscopic examination even when it is carried 
out with all the finesse which, inthe course of 
time has been devised for its rescue, is an exceed- 
ingly imperfect device, which must of necessity 
be supplemented by serial skiagrams if it is to be 
a guide to the detailed diagnosis.” 

In my series, 31 cases were X-rayed, 2 were 
not. 29 showed definite evidence of infiltration, 
while evidence of suspicious infiltration was 
present in the other 2 cases. In one of these 
2 suspicious cases physical signs were absent, 
and sputum showed no tubercle bacilli on 8 exa- 
minations : in another crepitations were heard in 
left upper zone but the sputum was not examined. 
Even if we exclude the 2 suspicious cases of 
the series, X-rays gave positive results in 29 


out of 31 (93.5%). 


SpeciAL Tests 
Special tests ce. g. the tuberculin test (PIRQUET 
or MANTOUX), the complement-fixation test, are 
not reliable as diagnostic agents, because firstly, 
positive results indicate the presence of the 
tuberculous infection only and not necessarily 
active disease ; secondly, in many active cases, 


results have been negative. However in a 
doubtful case of 
PIRQUET or MANTOUX test is an indication of the 
But, as BURRELL says— 


In a civilised 


tuberculosis, a negative 
absence of the disease. 
the test is of little practical value. 
country, most people give a positive reaction, 
whether or not they have or will subsequently 
develop clinical tuberculosis. 

The sedimentation test of erythrocytes is of 
little value for diagnosis and specially soina 
tropical 
diseases viz. malaria, kala-azar, dysentery ete. 
will vitiate the real issues. Besides, in early 
cases of tuberculosis unassociated with toxemia, 
the sedimentation test is often normal. How- 


country like India where associated 
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ever, a progressive increase in the sedimentation 
rate in a series of tests recorded at 6 weekly 
intervals, is an indication of the activity of the 
tuberculous lesion. 


Cases with obvious physical signs and symptoms 

accountable by some other disease 

So far I have shown the diagnostic difficulties 
in cases with little or no physical signs. The 
difficulties do not end there. 

Cases, not infrequently. crop up in one’s 
practice with the complaints of cough with 
expectoration, fever, hemoptysis, loss of weight, 
night sweats ete. Physical examination shows 
the presence of moderately coarse crepitations 
over the upper parts of the lungs and even 
the classical signs of a cavern in some of them. 
The obvious diagnosis of pulmonary tuberculosis 
is made by the clinician with the greatest 
subsequent investigation by 
radiological examinations 


confidence, yet 
bacteriological and 
indicates the absence of the disease. 

Here are two illustrative cases : 

Case 1. A boy aged 16 yrs. has cough with 
expectoration, pain on the right upper chest, 
and shortness of breath for 2 yrs. He has had 
several attacks of hemoptysis and high inter- 
mittent fever during the same period. History 
of right-sided pneumonia 3 yrs. back. Physical 
examination : Cavernous breathing with showers 
of crepitations immediately after cough, on 
right upper lobe in front and behind, percussion- 
dulness over the same area, a few sticky 
leathery rales at the left base. The right border 
of the heart was found clinically to be 45 cm. 
away from the mid-sternal line. The apex was 
in the 4th. interspace on the left side in the 
mid-clavicular line. An exocardial — systolic 
murmur was heard at the apex. The liver was 
normal in size. ‘The splenic dulness mapped 
out on percussion was considerably increased, 
the longest diameter of the dull area measured 
along the long axis of the 10th rib was 22 em. 
Sputum was negative to tubercle bacilli on 
4 examinations and even by the = antiformin 
method; a guineapig was inoculated with 
negative results by the concentrated centrifuge 


material obtained from a 24 hours’ collection 
of sputum which amounted to nearly 10 ounces. 
The fingers and toes showed marked clubbing 
of the parrot beak type. There was tenderness 
on pressure and thickening of the right anterior 


Plate IV. 


border of the clavicle, lower end of right ulna 
and lower end of left tibia. The blood 
examination showed : 
Hb....55% 
R.B.C....3,500,000 per emm. 
W.B peienaoed 5,600 per cmm. 
Polymorphs...... siibiniiec 70%. 
Small mononuclears...26%. 
sentingves in 


POTABIBCE .oc<scsccacecscoccec nil. 


Large 


A skiagram was taken and it showed a definite 
honey-combed opacity in the right upper zone 
and also some opacity in the right lower zone. 
(Plate IV). Lipiodol injection was not done. 
This is a case of right-sided bronchiectasis 
chiefly of the upper lobe with bony changes. 
It is a type of CHARCOT’S hypertrophic pulmonary 
osteo-arthropathy. This case was diagnosed 
outside hospital as a case of pulmonary tuber- 
culosis. 
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CASE 2. A man aged 50 yrs. came in with 

the following : 

Fever—97°F.-101°F. for 5 weeks. 

Cough and expectoration of copious blood- 

stained sputum. On some _ occasions, 
the sputum was chocolate-coloured. 


Pain over the right chest both in front 
and behind. 


Hemoptysis of almost pure blood 3 times, 
about 4 ounces each time during the 
period of 5 weeks. 
Family history: One brother aged 60 yrs. 
is alive but he had hemoptysis 3-4 times during 
the last 6 yrs. 


History of past illnesses: The patient had an 
attack of dysentery with blood and mucus in 
stools, 6 yrs. ago. 

Physical examination: Liver dulness was in- 
creased upwards to the level of the upper border 
of the 4th. rib on the right side, and downwards 
Linch below right costal margin. Spleen was 
palpable 2 fingers below left costal margin. 
Dulness on percussion, bronchial breathing, and 
coarse crepitations were present over the upper 
parts of the right lung. Sputum showed no 


tubercle bacilli on 9 examinations, neither any 
amoebic cysts on 2 examinations. 
passed during the period of observation 10-26 
stools consisting of blood and mucus for 5 conse- 
cutive days. 


The patient 


No cysts, ova or acid fast bacilli 
were found in the stools on two examinations. 
The blood showed: 


W.B.C.—12,500 per emm. 


Polymorphs—79°%, Small mononuclears 18"o, 
Eosinophils—3°%. 
Malarial parasites—nil. 
The patient showed 
on 9 injections of emetine’ hydrochloride, gr. 1 
each day but on the 18th. day of admission to the 
hospital he died with intense shortness of breath 
continued over two days. 


marked improvement 


No skiagram was 
taken, no post-mortem examination was allowed. 
before hospital, 
was diagnosed to be suffering from pulmonary 
tuberculosis. It is certain from a consideration 


This case, admission to 
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of all the above findings, it was not a case of 
pulmonary tuberculosis. I suggest that it was 
a case of a rupture of a hepatic abscess into 
the lung. 
CASE 3, A man aged 20 yrs. 
with the following : 
(a) Sudden 
pain on the right-side of the chest since 
a fit of 
defaecation 15 days back. 


was admitted 


onset of dyspnea with acute 


coughing during an act of 


Fever with rigors off and on and cough 
for 6 months. 


(c) Hemoptysis 10-15 times in the course 


of last 4 months. 


Family History: Nil definite. 
History of past illnesses: 4 years ago, the 
patient had suffered from an attack of dysentery 


for a period of 8 months. 


Plate V. 


Physical examination : There were obvious 


signs of a right sided large pleural effusion 


though no definite displacement of the heart was 
detected clinically. The left lung showed hyper- 


resonance and exaggerated breath souds. Sputum 
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was negative to tubercle bacilli on two exami- 
nations. Stools showed ova of Hymenolopis Nana 
but no cystic or vegetative form of amebe. 

W. B. C.—5,000 per emm. Poly- 
mono-nuclears— 


Blood count : 
morphonuclears—70%, small 
24%), large mono-nuclears—2°/ , eosinophils—4%. 

Radiographic examination: (Plate V) Showed 
the presence of partial pneumothorax with effu- 
sion on right side. 

On aspiration thick chocolate-coloured pus 
was withdrawn from the right pleural cavity and 
The pus was sterile on 


it was replaced by gas. 


culture. Smear examination yielded only dege- 
nerated cellular elements. The patient was given 


six intramuscular injections of emetine hydro- 


Plate VI. 


chloride. His temperature which had been vary- 
ing between 98°F.—103F. came down to normal 


in course of a week. A second skiagram at this 


stage (Plate VI) showed complete — disap- 
pearance of the effusion with almost complete 


obliteration of the pneumothorax cavity on the 
right side. The right lung field was, however, 
alittle Jess translucent than the left and the 
right dome of the diaphragm was- raised higher 
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right cardiophrenic angle 
triangular 


than normal. The 
was filled up with more or less a 
opacity. The patient had an uneventful reco- 
very. This case, too, was diagnosed outside the 
hospital as a case of pulmonary tuberculosis 
whereas it was another case of arupture of an 
amoebic liver-abscess into the pleural cavity and 


also into the lung. 

The three cases cited above clearly indicate 
the difficulties in the diagnosis of pulmonary 
tuberculosis, even when the classical symptoms 
and signs are present. 


Cases of Pulmonary tuberculosis associated 
with some other disease 
In this group of cases difficulties in diagnosis 
the history, clinical symptoms, 
associated disease 


arise because 
and signs all point to the 
and not to the pulmonary tuberculosis. 


Hence, the diagnosis of the pulmonary tuber- 
culosis is missed. 


Here are two illustrative cases: 


CASE 1. Young man aged 20 yrs. came to 
the hospital with the following : 


(a) Cough and pain over left chest for 
2 months. 

(6) Expectoration of copious purulent sputum 
about 10 ounces in 24 hrs. 

(ec) Orthopneea for 3 weeks. 


(d) Fever 99F—102 F. for 2 months. 


History of an attack of left sided pneumonia, 
4+ months ago, was present. Physical examina- 
tion: the apex of the heart was in 4th left 
interspace 3°5 cm. away from the mid-clavicular 
line, the right border of the heart was farther 
out than normal. Dulness over whole of the 
left lung with a GRocOCO’s triangle of dulness 
on the right base, was present. Skodaic re- 
sonance over upper part of the left lung in front, 
with bronchial breath sounds over the same 
area and complete absence of breath sounds 
over the lower part of the left lung were 
present. ‘The vocal fremitus was increased over 
the left base. 


The patient had suffered from kala-azar for 
a period of 2 yrs. 5 yrs. back. 3 yrs. ago, he 
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suffered from broncho-pneumonia for 2 months. 
This was diagnosed to be a case of fibrosis of 
the left lung following pneumonia. In hospital, 
3 ounces of thick greenish pus was aspirated 
from the left pleural cavity ; the pus, on culture, 
yielded a pure strain of pneumococcus Type 1. 
Sputum, however, showed on examination 
numerous tubercle bacilli. The skiagram showed 
the presence of some fluid at the left base, a 
diffuse opacity over left upper zone with evidence 
of cavitation, and infiltrations over right upper 

and mid-zones (Plate VII). 

No malarial parasites were found on blood 
examination. 

Thus it was an interesting case of pulmonary 
tuberculosis on which left lobar pneumonia with 
pneumococcal empyema supervened. 


Plate VII. 


CASE 2. Man aged 3d yrs., was admitted 
with remittent fever 101°F.—104°.5F. for 7 days, 
The past history revealed an attack of un- 
explained haemoptysis of a large quantity of pure 
blood on two successive days in 1914. No 
history of any other illness was elicited. The 
family history was of no significance. Physical 
examination showed dulness over both lung 
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apices, bronchial breath sounds over the right 
subapical region with a few crepitations in 
front. The spleen was palpable upto 1 finger 


below the left costal margin. The sputum was 


Plate VIII. 

negative to acid fast bacilli on 6 examinations. 
The blood examination showed: W. R. negative, 
malarial parasites—nil, W. b. C.—7,800 per e.mm. 
polymorphonuclears— 56°, small mono-nuclears 
—34%, large mononuclears—10"9. The skiagram 
(Plate VIII) revealed infiltrations over the right 
and left upper lung fields which were probably 
old in origin. 

The patient was treated with quinine by 
mouth for a week which brought down the 
temperature to normal with the disappearance 
of the splenic enlargement. Later he was kept 
under observation for a period of about 3 months 
during which he was treated with intravenous 
injections of Lopion. While under observation, 
he had two attacks of hemoptysis of pure blood. 
However, he was discharged at the end of 
3 months with a gain of 2 stones and 3 pounds 
in weight. 


Here aguin we were dealing with a case of 


malaria super-imposed on an old and probably 
recrudescent pulmonary tuberculosis, 
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CONCLUSIONS 

The diagnosis of active pulmonary tubercu- 
losis is not easy. Errors are frequent if too 
much reliance is placed on symptoms and 
physical signs. Bacteriological and radiological 
examinations should be insisted on in every case 
as a routine. The different clinical findings 
should be correlated. It should also be remem- 
bered that a frankly purulent sputum negative 
to tubercle bacilli on more than 3 successive 
examinations is enough to exclude pulmonary 
tuberculosis. Another most important point to 
bear in mind, is that a good radiogram alone, 
if correctly interpreted, can definitely detect the 
early phases of the disease. 

Finally, to exclude pulmonary tuberculosis 
definitely the following five evidences must be 
absent : 1° 

1. History of un-explained pleural effusion. 

2. History of un-explained haemoptysis. 
invme- 


3. Presence of crepitations heard 


diately after coughing on the upper zones of 
the lung above the level of tiie 2nd. rib in front, 
and 3rd. vertebral spine at the back. 

4. Presence of tubercle bacilli in the sputum. 

5. Presence of parenchymatous lesions of the 
lungs, as shown by a skiagram, above the level 
of the 2nd. rib in front or of the 3rd. vertebral 
spine at the back. 
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The absence of all the five excludes active 
pulmonary tuberculosis. The presence of 1 or 2, 
indicates a suspicion of active disease. The 
presence of 3, is an evidence of active pulmo- 
nary tuberculosis until the contrary is proved. 
The presence of 4, is the conclusive evidence 
of the disease, while presence of 5 is an evidence 


of “non-clinical” pulmonary tuberculosis. 


In conelusion, my thanks are due to Lt. Col. 
THAKUR, I. M. S., Superintendent of the Howrah 
General Hospital, and to Lt. Col. KIRWAN, 
I. M. S., Superintendent of the Mayo Hospital, 
Caleuntta, for their granting me access to the 
case records of the Hospitals.* 


* Paper read at the Scientific Section of the VIIT All-India 
Medical Conference held in Caleutta, March, 1932. 
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Roentgen Technique and Interpretation of Pulmonary Tuberculosis 
By DHIRENDRA NATH BANERJEE, ». B. (Cal.), Mm. p. (Berlin) 
Radiologist, Chittaranjan Hospital and X-ray Institute, Calcutta. 


No attempt has been made in this paper to 
give the details of the standard technique and 
chest radiography, and also the description and 
the appearance of normal chest and the inter- 
pretation of the Roentgen findings. This subject 
has been exhaustively dealt with by eminent 
authors notably ASSMANN, GROEDEL, SERGENT, 
BURRELL and MELVILLE, KERLEY, WESSLER and 
JACHS and many others. 

In this communication, an attempt will be 
made to consider the following aspects : 


1. Elementary shadows of the normal lung 
specially those about which a good deal of 
misunderstanding still exists with the roent- 
genologists as well as the clinicians e.g. : 

(a) PULMONARY FIELDS IN DIFFERENT POSI- 
TIONS, I refrain from giving any description of 
the roentgenological picture of the normal thorax 
as seen in the postero-anterior and _ antero- 
posterior projections as that is too well known. 

The retrosternal and retrocardiac spaces as 
seen in the lateral and oblique projections must 
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receive careful attention. The inferior vena 
cava is seen in the form ‘of a distinct shadow 
filling up the angle between the diaphragm 
and the postero-inferior outline of the shadow 
of the heart in the lateral and first oblique 


projections. Ordinarily the space between the 


sternum and the heart is found to be small in 
lateral projection but this space becomes much 
wider in case of emphysema of the lung. This 
space remains wider both during inspiration as 


well as during expiration in emphysema. There 
is some portion of the lung which is invariably 
vision by the domes of the 
whatever projection 


kept out of 
diaphragm, no matter in 
it is examined excepting that this portion can 
only be visualised by eccentric projection. 

(b) THE LUNG MARKINGS. A good deal of mis- 
understanding still exists with the roentgenologist 
as well as the clinician regarding the interpreta- 
tion of these markings. Very recently I had 
occasions to find eminent clinicians and even 
prominent roentgenologists interpreting them with 
wild speculation in which the bronchi had been 
mostly held responsible for these markings. 
Before attempting to discuss their nature I like 
to impress that their appearance varies greatly, 
often failing altogether, in the patient 
according to the technique applied in taking the 
The hardness of the tube, the exposure 
time, size of diaphragm, the film-focus distance 


same 
skiagram, 
and above all the 


contribute to the 
these 


phase of respiration, all 


sharpness or otherwise of 
markings. For this reason, a uniform 
technique is essential of which the soft tube, 
shortest exposure time and longest film-focus 
distance are the main factors. 
What are these lung markings ? It is evident 
that every tissue of the lung which is denser than 
air will cast a shadow. We restrict the term 
“lung markings” to only those shadows which 
are seen radiating from the hilum towards the 
periphery and upwards occupying the perihilar 
and a portion of the peripheral zones of the lung 
fields and gradually becoming more in number 
but lesser in intensity, ultimately disappearing 
altogether. A few flecky or ring form shadows 


are seen superimposed on these radiating shadows. 
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As the condition is 
normal individual, it is generally asked which of 


found in every perfectly 


the normal structures forms the anatomical basis 
Naturally 


bronchi, lymph vessels, 


for the production of these markings. 
the pulmonary vessels, 
interstitial tissue either alone or combined have 
Regard- 


ing these structures two schools have divided 


been made responsible for the markings. 


themselves, one advocating that they are due to 
the branches of the main pulmonary artery, while 
the other, holding the branches of the main 
bronchi as the responsible factor. In order to 
eut short the various discussions of these two 
schools we may pass to the experiments of 
ASSMANN. 


compressing and then ligating the veins and then 


He experimented on living dog by 


the arteries of the right lung so as to have over- 
filling of the vascular system on the right side, 
The heart and the lungs were then removed from 
the body, the vessels of the left side washed as 
far as possible so as to empty the vessels. A 
film was then taken of this heart-lung preparation 
which shows on the right side, the lung field 
showing large number of thick, branched, linear 
shadows originating from the hilum gradually 
becoming smaller and smaller as the periphery 
is reached. On the left side, on the other hand, 
this appearance fails altogether but showing 
other shadows which are much finer, parallel 
stripes with a clear area between and much 
broader than the solid stripes seen on the right 
lung. These double-contoured lines could be 


seen here and there on the right side, but 


they are seen generally overshadowed by the 


solid shadows of the vessels. 


Thus the shadows of the two systems are quite 


sharply distinguished—filled-up blood vessels 


appear as solid, branched, gradually vanishing 
stripes while the bronchi appear as broad, double- 
contoured parallel stripes of shadows with clear 


band in the middle. 


In human beings, FRAENKEL and LOVEY found 
increase. in the lung markings by injection of 
blood in the vessels of the lung in the dead. 
Removal of the blood was followed by decrease 


in the lung markings. 
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From these normal findings it is taken that 
the lung markings are due to the branches of the 
pulmonary artery. That itis not due to bronchi 
is shown by the fact that only the big branches 
of bronchi are demonstrable by the X-rays and 
that in the form of a double line with clear centre, 
the finer branches casting practically no shadow 
at all. They are seen distinctly as solid strands 
only when they remain filled up with mucus. 
That these lung markings increase by the presence 
of increased quantity of blood in them can be 
seen distinctly in the skiagrams showing the 
effect of VALSALVA’S and MUELLER’S experiments, 

In disease, the markings are invariably found 
to be increased generally, in all cases of pulmonary 
stasis specially in mitral affections. FOERSTER has 
observed in paroxysmal tachycardia the alternate 
denser and weaker lung markings due to sudden 
stasis of 


appearance and disappearance of 


blood in the vessels. 

Thus it has conclusively been proved that the 
fundamental and main factors for the production 
of the lung markings are the branches of the 
pulmonary arteries, It must also be noted that 
the shadow of other anatomical structures of the 
lung, the influence of the respiratory phase and 
Roentgen technique all contribute to the promi- 
nence or otherwise of these markings in the 
skiagram. ‘The flecky or small nodular shadows 
found superimposed on the shadows forming the 
lung markings are due to the passage of the 
vessels in transverse section of the plane of the 
Roentgen rays. 

(ec) THE HituM SHaDow. The hilum shadow 
is seen always very prominently on the right side 
and only partly on left side. On the right it is 
usually separated from the heart shadow by a 
clear zone. ‘This shadow is seen to be continuous 
with the lung markings which radiate from this 
shadow on all sides. Here again, the main ana- 
tomical constituents responsible for the shadow 
may be the pulmonary artery, tracheo-bronchial 
glands and the main bronchus, That the main 
bronchus plays little or no part in the formation of 
the hilum shadow can be ascertained by the fact 
that it lies inside the hilum shadow as light parallel 


band-like shadows with a clear band between. 
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The clear space seen on the right side between 
the dense hilum shadow and the right border of 
the cardiac shadow is mainly due to the bronchus, 
This is found to be true in every skiagram of 
good broncho-graphy as_ this 
invariably been found to be occupied by the 
iodipin or lipiodol introduced through the trachea. 
Even in pathological conditions e.g. in acute bron- 
chitis the walls of the bronchi are not visible 


clear space has 


under the X-rays. They cast shadow only when 


filled up by mucus. The main bronchus appears 
as a ring-like shadow due to its passage in 


transverse section of the plane of the X-rays. 


WEINGAERTNER by passing a metal chain with 
knobs at the ends into the main bronchus found 
that the chain occupies a position medial to the 
hilum shadow, pfoving that the main bronchus 
plays no part in the hilum shadow. 


Normal tracheobronchial glands do not cast any 
shadow by X-rays. They are visible only when 
specially when they are 
It is not uncommon to find 
them, and when found they are distinctly seen 
behind the hilum shadow. The tracheobronchial 
glands therefore, do not constitute normal hilum 
shadow. 


enlarged and more 


caseating or calcified. 


It is thus believed that the hilum shadow is 
largely formed by the large pulmonary artery. 
This is further corroborated by the fact that the 
hilum shadow becomes more prominent in mitral 
disease as the vessels become engorged. 

So far regarding the chief elementary shadows 
of the normal lung. 


2. The elementary shadows of the pathological lung. 
We are in the habit of studying diseased processes 
by analysing the individual manifestations either 
clinically or pathologically. 


Similarly in Roent- 
genology, as we are dealing with shadows only. 
one wants to know what are the elementary 
shadows expected to be found in a pathological 
lung. It may be said that they belong to three 
groups: 

(a) INCREASED DENSITY OF SHADOWS PRO- 
DUCED BY DISEASE which may be miliary, 
flocculent, sheet-like, linear, oval, circular, 
cylindrical, annular, woolly, reticular, trabecular, 
honeycombed ete. 





(6b) ABNORMAL CLEARNESS DUE TO DISEASE 
€.g. pneumothorax, cavities, emphysema etc. 

(c) INCREASED DENSITY OR ABNORMAL 
CLEARNESS PRODUCED ARTIFICIALLY e.g. by 
bronchography, artificial pneumothorax or by 
administering Scidlitz powder to elicit the left 
dome of diaphragm. 


In order to economise time I take only the 
first of these groups for a more detailed consider- 
tion. 

Miliary shadow: This consists of a shadow of 
variable density. It may be isolated or occur in 
large numbers and may occupy only a part of a 
lobe of the lung or both the lungs throughout. 
When wide spread’ they indicate miliary tubereu- 


losis. 


Flocculent shadow: This is characterised by 
irregularity in its outline but quite differentiated 
from the surrounding healthy structure. It is 
much bigger than the miliary shadow and is 
indicative of recent broncho-pneumonia. When 
multiple aud in both lung fields 
throughout, it may be suggestive of secondary 
tumour metastasis. 

Sheet-like shadow: This generally indicates a 
broncho-pneumonic or pneumonic condition whe- 
ther tuberculous or non-tuberculous. This may 
often occur in massive collapse of the lung or 


occurring 


in case of accumulation of a considerable amount 
of fluid. In case of free fluid in the pleural sac, 
the upper line is never in the horizontal plane— 
the so-called ELLIs’s curved line—being invari- 
ably higher externally and lower medially. This 
form of shadow offers a great difficulty in cases 
of cancer bronchus where we find the sheet- 
like shadow originating from three different 
conditions being (1) the shadow of the cancer 
mass itself, (2) atelectasis of the lobe of the 
Jung on account of early blocking of the bron- 
chus by the growth and (3) the accumulation 
of fluid. Each of these three conditions produces 
a sheet-like shadow. A large number of miliary 
shadows may appear grouped together to form 
a sheet like shadow. 

Linear and hair-like shadows: These shadows 
are often seen radiating between hilum and 
tuberculosis. It has 


apex in cases of incipient 
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been believed that they indicate engorged lymph 
channels process extending 
from the hilum to the apex. RIEDER and STURTZ 
have demonstrated the fact that they are found, 


or lymphangitic 


roentgenologically, before the development of 
tuberculosis of the hilum, proving that the tuber- 
culous process starts at the apex and extends 
These shadows are also 


towards the hilum. 


found in bronchial carcinoma. 


Linear shadows are produced by the shadow 
of the interlobar septum specially when showing 
pleuritic conditions at these sites. Often a few 
linear shadows, indicating bands of fibrous tissue 
are seen pulling up the dome of the diaphragm 
This is com- 


forming «a cone-like appearance. 


monly observed on the right side near the 
cardiophrenic angle. 
shadow indicates 


In tuberculosis, linear 


chronic infiltrative changes. A change from 


the soft mottled shadows to linear opacities 
indicates fibrosis and may be taken as evidence 
of healing. 


Reticular, trabecular and  honey-combed 
shadows are present when bronchiectatic cavities 
are set close together with indurated shrunken 
lung tissue all round. 

Oval shadow: Oval shadows generally show 
a regular outline. They generally indicate en- 
larged lymph glands or calcareous nodules. It 
must be remembered that normal lymph nodes 
are invisible by X-rays. In bronchiectasis when 


the cavities are filled up with secretions, 


generally, oval shadows are observed. 


Small 
bron- 


Circular and cylindrical shadows : 


circular or elliptical shadow indicates 


chiectasis. a circular shadow 


3 mm. in diameter or less, just outside the hilum 


In normal lung, 


shadow corresponds to the blood vessels running 
in the direction of the rays. This is thickened 
in congestion of the lung. A circular shadow 
with a clear lumen at the same situation indicates 
a large bronchus in the path of the rays. 
Similarly, bronchi filled up with secretions or 
blood vessels along the line of rays will show 
circular shadows. Large circular or oval shadows 
are always pathological. 
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The difference of the circular shadow formed 
by the blood vessels and bronchi filled up with 
secretion lies in the fact that the shadow of 
vessels gradually tail off into the surrounding 
tissues while with the bronchi the breadth of the 
shadow remains unaltered for some distance up 
to the next point of branching. 


Annular shadow: The ring form shadows are 
commonly known as the “pleural rings” mostly, 
if not all, indicate These shadows, 
JAQUEROD observes, may often disappear entirely 
in an extraordinary short time and thus he 
regards cavities to be not necessarily of grave 


It is often argued that they are 


cavities. 


importance. 
pleural and extra-pulmonary. 


MITCHELL calls attention to the fact that 
stereoscopic views show that they are in the 
lung and not between the lung and the chest 
wall. Some believe that the annular shadow is 
the result of inflammatory changes in the pleura, 


ARNELL describes a case of asthma showing a 






High grade antidiphtheritic serum cannot be 
expected to be prepared unless we can first 
solve the difficulties, in a tropical country like 
India, in the manufacture of a highly potent 
toxin, which plays the role of antigen in the 
process of immunisation of horses. Until a few 
years ago, many were under the erroneous idea 
that high titre diphtheria toxin cannot be prepared 
in this country, and as such, for diphtheria anti- 
toxic serum we shall have to remain ever depen- 
dent on foreign countries. But after long and 
persistent efforts in this line we are glad to note 
that the production of a very highly potent 
toxin is quite within our control. 

The discoveries of KLEBS and LOEFFLER, as is 
well known to everybody, led to the detection of 
diphtheria bacillus and paved the way for Roux 
and YERSIN to discover the diphtheria toxin, and 


for BEHRING and WERNICKE, the antitoxin. 


On the Preparation of Potent Diphtheria Toxin in the Tropics 
By BENODE BEHARI SEN, .se., MB. AND Mr. HARENDRA NATH BOSE 
Serological and Bio-Chemical Research Department, Bengal Immunity Laboratory, Calcutta. 
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large number of annular shadows in the skiagram 
who died 14 days after the X-ray examination. 
Post mortem they turned out to be sub-pleural 
emphysema blebs, varying in size from a pea 
to a hens’ egg. False annular shadows have 
also been observed. 
round contours, such as of ribs, of neck etc., 
combined with a bit of round shadow of a 
vessel or of a tuberculous thickening, form a 
circle or oval shadow leading to diagnosis of 


These occur when other 


cavity. 

Woolly shadow: This indicates active tuber- 
culous condition. In this classification of the 
different elementary shadows of the pathological 
lung, an attempt has been made to study the 
tuberculous process in the light of differential 
diagnosis mainly by the character of the shadows 
on the line we generally adopt in our clinical 
or pathological diagnosis. 


*Paper read before the Radiological Section of the 


All-India Medical Conference, Caleutta, March, 1932. 





PARK and WILLIAMS came to the conclusion 
after an extensive series of investigations that 
“Toxin is produced by virulent diphtheria bacil- 
lus at all times during their life, when the 
conditions are favourable. Diphtheria bacillus 
may find conditions suitable for luxuriant growth 
but unsuitable for the production of toxin}. We 
have also found that during the months of April 
to September when there was luxuriant growth 
of B. diphtheria in the shape of thick.scum, the 
culture filtrate was not at all toxic, though the 
strain used was the same 7.e., PARK and WILLIAMS 
No. 8 and the methods remained uniform. This 
is really the problem, in the manufacture of 
potent toxins, which we are going to deal with, 
in the present article. 

Production of anti-diphtheritic serum depends, 
upon the regular supply of potent 
Other factors remaining cons- 


mainly 
diphtheria toxin. 
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tant and allowing for the fact that the response 
of different horses to toxin varies greatly, the 
titre of the toxin used has much to do with the 
production of high grade antiserum, In almost 
50 per cent of the animals, when immunised, 
even high-titre toxin fails to produce high grade 
antiserum. The position of toxin of a very low 
titre, for the purpose of 
where. Unless forced to use, in 
and that also, in the beginning of a course of 


immunisation, is no 
emergency, 


immunisation, we have got to reject toxins of a 
titre of 1/200. There 
factors in the successful production of high titre 
exo-toxin that one has to be very particular at 
every stage of its. production. 


are so many different 


MEASURE OF TOXICITY 


Filtered broth cultures of B. diphtheria have 
two antigenic constituents, namely, toxin and 
toxoid. The standard for diphtheria toxin is 
that amount of toxin which, on an average, will 
kill a guinea pig 250 gms, weight, on the termina- 
tion of the 4th day. This dose is called minimum 
lethal dose (M.L.D). There is no method of 
measuring toxoid content alone, but the total 
content of toxin plus toxoid is measured by the 
amount of antitoxin with which it will combine. 
In titrating the toxin, the 
dose (M.R.D.) has not been taken into considera- 
tion, though the intracutaneous method of ROMER 
and SAMES has a distinct advantage of economy 
in the number of guinea pigs used; because 
the fine end point reaction is very difficult to 
read and moreover, ‘The measurement of M.R.D. 
is by no means an accurate test.”’2 We are at 
present concerned only with the comparison of 
different methods of the production of high 
titre toxin, hence the estimation 
efficiency which can easily be determined by 
RAMON’s flocculation method has been left for 
a subsequent issue. Different batches of toxin, 
prepared in different varieties of medium, 
transformed into toxoid, some by toluol, some 
by formaldehyde, and some by potassium alum 
are being injected into different sets of horses 
to study the antigentic value of each separately, 
the result will form the basis of the next article. 


minimum reacting 


of antigenic 
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In the words of a great authority on the 
subject, Dr. A. B. WADSWORTH M.D. in his 
laboratory at New York, “For a number of years 
M.L.D. of most of the lots has been from ‘002 to 
003." (1/500 to 1/333).”° In India it was at 
first thought difficult to reach a titre of 1/350 
not to speak of 1/500, but after working on the 
line for a considerable length of time it has 
now been possible to reach a titre of 1/500 to 
1/800 regularly. 


THE Toxic STRAIN AND ITS PRESERVATION 


It is highly interesting to note that strain 
known as PARK & WILLIAMS’ No. 8 was isolated 
by these workers from a case of diphtheria of 
only moderate severity, in the year 1895. This 
strain was found to be highly toxigenic though 
feebly pathogenic. It is this exceptional quality 
of this 
universally popular for the purpose of preparing 
Since that time, 


particular strain which has made it 


potent toxin. workers 
tried to 
different cases without any 


many 
supplant other strains isolated from 
appreciable result. 
In our laboratory we have isolated several strains 
from very severe diphtheria cases, but all attempts 
to get toxin of an M. L. D. of 1/100 failed. Thus 
for the purpose of preparing diphtheria toxin, 
we have always used this particular strain—PARK 
& WILLIAMS’ No. 8 as is universally used. 


Regarding preservation of the strain in the 


tropics, we have observed that daily transference 


essential, and that the 


flasks have to be in- 


in liquid medium is 
the tubes from 
oculated, must contain not more than 12 to 16 
hours’ growth only. If the strain is 


generations of solid medium 


which 


passed 
through several 
(LOEFFLER), it changes its characteristic form and 
loses its highly toxigenic capacity. Again, a 
24-hour growth of B. diphtheria in seed cultures, 
makes a thick scum, which fails to form an 
even scum on the surface of the flasks, inoculat- 
ed, as most of the scum sinks to the bottom 
at once and only isolated patches of scum form 
on the surface of the flasks, giving a very poor 
result. We have always been able to secure 
uniformly distributed good scum on the surface 


of the flasks with clear sparkling fluid under- 
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neath, when the flasks were inoculated, with 
a 12 to 16 hours’ growth. Moreover the appear- 
ance of the bacillus tends to change to pleo- 
morphic forms if kept for more than 24 hours 
incubator. We had thus to arrange for 
fresh liquid medium every 24 


in the 
subeultures in 
hours for 2 to 3 generations. Every time the 


tubes have been mi- 
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passage through animals. New strain has to 
be taken from solid medium and to pass through 
daily series of subcultures in liquid medium for 
a few days and then to be transplanted in flasks, 
in the usual way. Invariably, high titre toxins 

will begin to be produced. 


INFUSION FREE MEDIUM 





croscopically examl- 


ned to select the 
highly granular form, 
amongst the tubes of 


the second generation 


vs. 
MEDIUM CONTAINING 
INFUSION 


It has been proved 
by Mary B. Kirk- 





before putting in for 
the third generation, 
for inoculating the 
flasks. The 


diphtheria toxin flasks 


special 


(as is shown in the 
adjoining picture) have 
been inoculated with 
16 hours’ growth with 
the help of sterile 
bulbs, 20% sterile dex- 
trose solution having 
been added to the 
flasks at the time of 
inoculation, in suitable 
quantities to give a 
concentration of ‘2%. 
As the ratio of the 
air-exposed surface to 
the total volume of the 
medium markedly 
affects the potency of 





the toxin, we have 


BRIDE, KNUD C. BERT- 
HELSEN and ROSE F. 
CLARK of U. S. A,, 
last year about this 
time that “highly 
potent antitoxic serum 
can be produced in 
horses by immunisa- 
tion with infusion free 
toxin. Further more, 
the titres, compare 
favourably with those 
usually obtained with 
the meat infusion 
toxin.” > This medium 
has opened up a new 
vista of possibilities, 
in as much as, it has 
the cost of 
material by two fifths 


and labour by one 


reduced 


half. We are trying to 





always preferred the 
shea “ie i -) oF toxin 
special diphtheria poet 
flasks. 

just inoculated. 


POSSIBILITY OF REVIVAL OF THE STRAIN 
It has also been observed by us, in these 
series of experiments that the toxicity of one 


strain, if once gone beneath the 
it usually does, after repeated daily subcultures 


standard, as 


for a period, of say, two months, is very difficult, 


nay, almost impossible to revive, even after 


2nd row on the left—Dipktheria Toxin Flasks with fifth-day 


3rd and 4th row on the left as well as on the right—The same, 


find out if the toxin 
prepared in this 
synthetic medium will 
be of equal benefit to 
us after immunisation. 


FRESH VEAL—VEAL SEASON IN THE COLD 
COUNTRIES— SUMMER SEASON OF THE TROPICS 


In foreign laboratories, they have encounter- 
ed difficulties in preparing toxin of the highest 
quality at all times excepting in the veal season 
(end of March, April, May and part of June), 
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as they fail to secure fresh veal at other times, 
and therefore have arranged for 
year’s demand of toxin prepared in the spring. 
Peculiarly enough, last year, we had also failed 
to produce toxins even of M. L. D. of 1/200 
during the months of April and September as 
Very 


storing the 


will appear from the result, noted below. 
soon we expect to give a more definite opinion 
on why in the summer, we usually fail to get 
potent toxin in the tropics. Whatever may be 
the direct reason, it is a fact that like foreign 
countries we were forced to store the year's 
demand from the month of October before the 


end of March. 


DIFFERENT VARIETIES OF PEPTONE 
IN OUR MEDIA. 

We have successfully tried four different 
varieties of peptone in our media, viz., Witte’s 
Peptone, Difco-Proteose Peptone, Bacto-Peptone 
and lastly Martin’s Peptone, prepared by auto- 
digestion of pig’s stomach in an earthenware 
vessel. Out of these four different preparations, 
the most highly potent toxin has been prepared 
by us with Bacto-Peptone, and Difco-Proteose 
Peptone. Witte’s Peptone and Martin’s Peptone 
though are recorded in other countries to have 
given high titre toxin, have only given us uncer- 
tain results, and mostly given us toxins of M.L.D. 
ranging from 1/250 to 1/300 and hence in almost 
all these experiments, we have limited ourselves 
to one particular variety namely, Bacto-Peptone. 


PREPARATION OF DIFFERENT MEDIA 


American formulae had to be 
modified to suit our climatic condition. Though 
DERNBY and DAVID, and WALBUM regard the 
preliminary fermentation of the Bouillon by 
B. Coli at 20°C as advisable, in our laboratory, 
fermentation with B. Coli, on two successive days, 
to get a sugar free veal infusion broth, had given 
bad results ; as such, we had to dispense with 
it, after repeated unsuccessful attempts. Infu- 
sion was made sugar free simply by putting 
the infused fresh ground veal in incubator 


The original 


overnight, which usually ferments very quickly, 


by aerial yeast contamination. This has another 


PREPARATION OF POTENT DIPHTHERIA TOXIN 245 


advantage of saving two days labour in the 


preparation of media. 

The following three media were experimented 
upon : 

MEDIUM No. 1—(modified sugar-free veal infu- 
sion broth with *2° 9 dextrose). Weighed quantity 
of veal with twice its weight of water kept for 24 
hours in the  incubator—-expressed and_ boiled 
—filtered—peptone and salt added, brought to 
PH 7°6—sterilised—put up in tubes with dextrose 
solution and in flasks without it. 

MEDIUM No. 2—(Special medium of DR. OLGA 
POVITSKY)—addition of 
veal infusion, prepared according to the formulae 
of medium No. 1. 
as Leibig’s 


Leibig’s extract to the 


This again had to be modified, 
extract being out of market we had 
to use Bacto-Beef extract. 

MEDIUM No, 3.—(Recently introduced infusion- 
free medium)—. ée., the synthetic medium contain- 
ing sodium chloride, acid potassium phosphate, 
basic potassium phosphate, calcium chloride and 
ammonium lactate in place of meat infusion— 
usual peptone added and. brought to Ph 7.6— 


sterilised and put up in the usual way. 


FILTRATION AND STANDARDISATION 
Regarding method of filtration we have in all 
cases used the cenco vacuum pump for suction 
and Seitz Certified 
le. c. pipette and certified 10 ¢. c. burettes have 


Filter for sterile filtration. 


always been used in making dilutions for stan- 
dardisation, as all the ordinary graduated pipettes, 
burettes and hypodermic syringes, have been 
found to vary very much from the certified 
measurements and as such, for the purpose of 
useless. 


standardisation, are Special stress is 


always laid on administering strictly hypoder- 
mic injection and avoiding intramuscular injec- 


tion, in 250 gms, weight of guinea pigs. 


RESULT OF TITRATION. 

Upto the middle of March 1931: Toxins of M. 
L. D, of 1/250 to 1/350 were regularly 
obtained. 

From the middle of March 1931: All lots had 
practically to be rejected being of M. L. D. 








of 1/100, excepting only four lots, 2 of 
which were prepared with Difco-Proteose 
Peptone, and two with Witte. M. L. D. of 
these four lots were between 1/200 to 
1/250. During this time, we used different 
varieties of Peptone, failing to get good 
results with one particular variety. 

Beginning from the month of September ’31 
upto the end of January 1932: M. L. D. 
of most of the lots was between 1/350 
to 1/500. 

Krom the end of January, upto the middle of 
March, 1932, when a new strain (Park— 
Williams’ No. 8) was substituted for 
the old one. Titre gradually began to rise 
and lots of M.L.D. of 1/650 to 1/800 are 
being regularly obtained. 


COMPARATIVE STUDY OF DIFFERENT MEDIA 


Amongst the three different varieties ex- 
perimented upon, highest titre of toxin of M.L.D. 
between 1/650 and 1/800 was obtained in both 
medium No. 1 and No. 2, the latter has given 
better results. Medium No. 3 has uptil now, 
yielded toxin of M. L. D. ranging from 1/350 to 
1/500. In our opinion, therefore, medium 2, 
appears to stand first in order of merit in the 
power to produce high titre toxin. Medium 
No. 1 stands second in order, and medium No. 3 
stands last. We are yet trying to secure better 
results with medium No.3 and the result will 
be embodied in a subsequent issue. 


LOCALIZED OSTEITIS FIBROSA 








Localized Osteitis Fibrosa 


CONCLUSION 


In most of the foreign laboratories dealing 
with toxins and antitoxins, as is found in the 
records issued from time to time in the periodicals, 
toxin of M.L.D. of 1/500 is the highest that has 
been generally obtained. In our Laboratory, it 
has now been found that with diligence and 
care taken during the preparation of media and 
with efficient special technique, toxin of M.L.D. 
of 1/500 to 1/800 may be prepared without any 
difficulties. 

Our heartfelt thanks are due to Dr. A. B. 
WADSWORTH, Director of the Division of Labora- 
tories and Research, New York State Department 
of Health, who has very kindly given us, through 
correspondence, some valuable suggestions in 
this line of work. 

We have also to express our thanks to 
Basu SATISH CHANDRA BHATTACHARJEE, DR. 
J. NAHA L.M.F., DR. PHANINDRA NATH DUTT 
and BABU SUDHANSU SEKHAR MITTRA, for 
helping us in the prepartion of media and also 


_in the process of standardisation.* 
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By P. N. RAY. B.A., M.B. (Cal. ), F.R.c.s. ( Eng ). 


Hony. Surgeon, Carmichael Medical College Hospital and Additional Surgeon, 


INTRODUCTION 


The subject of Osteitis Fibrosa Cystica 


has recently been investigated by careful 
observers in various countries, and new lines of 
investigation have been opened up by recent 


advances in bio-chemistry. But as the subject 


Howrah General Hospital, Calcutta. 





does not appear to have received its due share 
of attention in this country, a review of the 
recent advances is not inopportune. 

Von RECKLINGHAUSEN was the first to give 
an accurate description of this rare condition in 
1891, and it is also known as the “fibrocystic 
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disease of bone” or as Von RECKLINGHAUSEN’S 
disease. But for a long time it was believed 
that the solitary or the localized cyst was only 
a milder variety of the more serious generalized 
type, in which condition multiple bones are 
affected. In 1904 ASKANAZY described a case 
of generalized osteitis fibrosa associated with 
a tumour of the parathyroid glands. Careful 
investigations were made in Vienna regarding 
the relationship of the parathyroid tumour to the 
osseous lesion. Although operative removal of 
the new growth was suggested in 1915, the 
first operation was performed in 1926 by MANDL. 





Plate I. Antero-posterior View. Plate IT. 


( After Osteoclasis ) 


The discovery of the active principle of the 
parathyroid gland ( parathormone ) by HANSON 
(1924) and CoLuie (1925), provided a new 
impetus for further investigations. It has been 
clearly shown by means of animal experiments 
that the effects of parathormone consist of the 
elevation of serum calcium and the lowering of 
blood phosphorus. There is no .doubt that the 
extirpation of the parathyroid tumour has a 
beneficial effect on the course of the‘ disease. It 
has since been suggested that it should be 
possible to produce the characteristic changes 
in the. bone by the repeated injection of para- 


Lateral View. 
( After Osteoclasis ) 
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thormone. This hypothesis has been proved by 
successful animal experiments. 

But at the German Congress on Metabolism, 
held in Budapest in 1930, MAREK and WELLMANN 
of Budapest reported that by feeding a whole 
series of animals with food deficient in calcium 
and phosphorus, they succeeded in producing 
fibrosa. After 
they came to the conclusion that the irradiation 


osteitis various experiments, 
of food stuff was the most efficacious method 
for the cure of osteitis fibrosa cystica. 

Such is then the brief summary of the present 
day knowledge with regard to the generalized 





Plate III. Antero-posterior View. 


(9 weeks later ) 


form of osteitis fibrosa cystica, which is thus 
clearly seen to be a_ different disease from 
localized or focal osteitis fibrosa. It is needless 
to add that further investigations are necessary 
in case of the latter condition. 


PERSONAL CASE 

Hindu male aged 10. 

History: In January last, he sustained a 
greenstick fracture of the shaft of the left 
humerus, which was immobilized. 6 weeks later, 
he fell down, and the part was injured again. 
On examination, there was a distinct swelling 
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over the middle third of the humerus with a 


slight antero-posterior curvature : No family 


history of bone disease. 
On Examination: Thin and small for his 
contour. 


age. Calvaria normal in size and 


Hearing normal. Teeth good. 


No abnormality of 


Scleroties white. 
No tumour felt in the neck. 
Renal tract, no abnormality 
. 


Pale cyst like area in the middle 


skeleton detected. 

could be discovered. negative. 
Skiagrams : 

third of the shaft of the humerus. 


Blood Chemistry : Blood was taken 3 times 

for examination. 

Serum Ca: First reading: 11°2 mgm. per 100 c.e. 

A fortnight later: 10°7 __,, . -<— 
Blood calcium was found to be higher 


I could not discover any cause 


Note : 
than normal. 
for it. 

During the period of treatment, the diet was 
not changed. He was allowed to take what he 


was accustomed to. 


Treatment: Osteoclasis and immobilization 
of the limb. Condition 6 months later 17. e. 
July 832: Union occurred satisfactorily and no 


traces of the cyst can be detected. 


CLINICAL FEATURES 

The disease is essentially one of early life and 
occurs between the ages of 10 and 20, but more 
commonly at or soon after puberty. It is usually 
limited to one bone and its common site is to- 
wards one end of a long bone. The bones 
commonly affected are, in order of frequency, 
the humerus, the femur and the tibia. ‘here is 
slight local discomfort and occasionally tenderness 
on pressure. ‘The clinical sequence is trauma- 


pain—swelling, with fracture as an occasional 


late phenomenon. But the trauma is usually 
trivial, the pain is rarely severe and the swelling 
occurs late. In many cases, the disease is only 
detected as a result of spontaneous fracture or 


deformity of the affected limb. 


RADIOLOGICAL APPEARANCES 
The X-ray picture of a typical cyst of localized 
osteitis fibrosa possesses some remarkable features. 


JOURNAL 
I. M. A. 


A circumscribed oval clear area is seen in the 
centre of a patch of rarefied bone. It is uniformly 
clear in appearance and free from trabeculation 
and mottling, thus differentiating it from a mye- 
enchondroma respectively. The 
bone may be expanded but there is no sclerosis 
of the bone round the cyst. Occasionally the 
clear area is continued down the shaft into the 
This peculiarity 
helps to distinguish it from a 
giant-celled tumour or myeloma, in which case the 
lower end is rounded. 


loma and an 


medulla as a pointed extension. 


when present 


MORBID ANATOMY 


The essential osseous changes consist in the 
absorption of the medullary tissue and the can- 
cellous bone and their replacement by vascular 
marrow like tissue with formation of cysts, It 
is to be noted that cyst formation is by no means 
essential. The cyst however may attain such a 
large size that the attenuated cyst wall may 
Consequently 
uncommon. The 
brown coloured 
they are filled with a 
gelatinous 


contain very little bone in_ it, 
spontaneous fracture is not 
cysts usually contain a dark 


fluid but 


myxomatous- or 


occasionally 
substance. The 
haemorrhage is not 


occurrence of  intracystic 


infrequent. 


HISTOLOGY 


Under the microscope the affected area shows 
an osseous mesh-work, the interstices of which 
are filled with «a vascular granulation or fibrous 
tissue, which may be the result of a spindle 
celled reaction. ‘The cyst wall is lined internally 
by fibrous tissue. In some cases traces of recent 
haemorrhage are clearly present. A cyst may 
contain a little solid tissue in the margin. This 
tissue may show the cellular picture 
celled tumour or myeloma. 


of giant 
Some investigators 
have recognised certain transitional lesions, which 
form a link between osteitis fibrosa and giant 
celled tumours. The 
been described : 

(a) Giant cell variant of the bone cyst: The 
giant ceils are smaller than the myeloid 
cells and these are sparsely scattered in 
the stroma, containing bone islands, 


following varieties have 
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(b) Spindle cell variant of the giant cell tumours : 
Myeloid giant cells are present in larger 
number but spindle cells and fibrous tissue 
predominate the picture. 


PATHOLOGY 


BLOODGOOD and others consider that the con- 
dition is inflammatory in origin and that itis a 
low grade form of osteomyelitis. It is possible 
that the osseous changes are the result of a 
tissue reaction. Although the cyst may con- 
tain clear fluid, yet the occasional presence of 
numerous giant cells in the sections gives rise 
to the doubt as to whether the case should be 
classed as a simple cyst or as an “Osteoclastoma’’. 
It has been recorded that a typical osteoclastoma 
or a giant celled tumour may be apparently 
cured by curetting, but it may recur as a clear 
cyst, in which no giant cells could be discovered. 
This transformation of an osteoclastoma or a 
giant celled tumour into a bone cyst is worthy 
of serious attention. 


DIAGNOSIS 


The solitary cyst of localized osteitis fibrosa 
has to be differentiated from other bone cysts of 
which BLOODGOOD has given an exhaustive list. 
It is necessary to consider the age and sex of the 
patient, the clinical history, and the radiographic 
appearances, which have already been mentioned. 
The cyst is sitnated towards the end of a long 
bone but not quite at the end. Occasionally cysts 
occur in the middle third of the shaft. After 
spontaneous fracture, the characters are consi- 
derably altered. Diagnosis from myeloma is 
often difficult, because trabeculae may be absent 
or ill-defined in the latter condition or may be 
present in the former. From chronic bone 
abscess (BRODIF’s abscess), the condition is 
differentiated by the absence of surrounding 
osteoperiostitis and sequestrum. The possibility 
of a gumma is excluded by a negative WASSER- 
MANN reaction. The presence of a solitary cyst 
is not sufficient to eliminate the generalized 
osteitis fibrosa. For this purpose, the blood 
chemistry is to be carefully considered. It may 
not be infrequently necessary to perform an 
exploratory operation and examine the tissues 
microscopically for purposes of diagnosis. 


TREATMENT 


I. Local Treatment. 

(a) OSTEOCLASIS AND IMMOBILIZATION : Bony 
union readily occurs after spontaneous 
fracture and the treatment is that of a 
simple fracture. A satisfactory recovery 
is often effected after the cystic walls are 
broken down by osteoclasis and reshaped 
into position. The case cited above was 
treated in this way with very gratifying 
results, 


(b) FREE CURETTAGE OF Cyst: ‘The cyst 
cavity is opened up and_ all diseased 
tissues are carefully removed by curett- 
age. This treatment may not produce 
a satisfactory result if the process of 
fibrous transformation in the bone marrow 
is very extensive. It has already been 
mentioned that an osteoclastoma may 
become transformed into a_ simple cyst 
after curettage. 

(c) RESECTION AND BONE’ GRAFT: After 
resection of the diseased part, the gap is 
filled in with a bone graft, preferably 
autogenous. 


II. General Treatment. 

It need not be emphasised that general 
medical treatment for the improvement of general 
health and hygiene is important. The adminis- 
tration of vitamins A and D do not seem to 
influence the course of the disease. 


SUMMARY 


The causation and pathogenesis of localized 
osteitis fibrosa have not been satisfactorily 
settled. Surgical opinion seems to be equally 
divided between the inflammatory and neoplastic 
theories of origin, But there is no doubt that 
this is quite a different disease from the genera- 
lized variety of osteitis fibrosa. The treatment 
is fairly satisfactory and the cases of spontaneous 
fractures unite readily. 

In conclusion I wish to express my thanks to 
Dr. M. L. MITRA, M.D., F.R.C.S., Professor of 
Surgery of the Carmichael Medical College 
Hospitals for his helpful suggestions and to 
Dr. H. N. MUKERJI, M. B., D. I. C. (Lond) for his 
careful biochemical investigations. My thanks 
are also due to DR. C.C. BOSE, Professor of 
Pathology, Capt. R. BANERJEE of the Radiologi- 
cal department, and to my house staff for their 
valuable help. * 
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J 0 U R N A L of the dietary system adds an _ additional 
OF handicap. 
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Editorial Comments 
Sometime back the Bengal Branch of the 


Indian Medical Association published a number 


of comparative figures on the cost of nursing 


; ' : i 
in some of the hospitals in Bengal. Therein 
they showed that the maintenance cost for 


nurses was high in proportion to the number of 
European nurses maintained in each hospital. 
They also suggested the formation of a committee 


of officials and non-officials to go into the 


whole subject. 


* *# * *K * 


We are glad that the Government has ap- 
pointed a committee presided over by LT. COL. 
A. D. STEWART, LM.S., Director of the All-India 
Institute of Hygiene. It would appear to us 
meet and proper at this stage to consider some 
of the important issues in connection with the 
whole subject. Hitherto the work of nursing 
in the Government hospitals of Presidency towns 
has been chiefly carried out by European and 
Anglo-Indian nurses. ‘The work at the wel- 
fare centres in cities has also been carried out 
chiefly by this class of attendants. The Indian 


patient when attended by non-Indian nurses 
who do not understand his language, is under 
a great handicap as he cannot sufficiently express 
himself so as to draw active sympathy and 


which «are so 


create proper understanding 
essentially necessary for his relief and cure. 


Ignorance of Indian manners and customs and 


“The question now arises whether it would be 
advantageous and more economical to employ 
Indian nurses in Indian hospitals without loss 
of efficiency and whether we can get Indian 
women in sufficient numbers for nursing and 
social service training. That Indian nurses can 
work with efficiency and credit even in Govern- 
ment hospitals has been shown by the Poona 
Seva Sadan Society in the Bombay Presidency, 
where two-thirds of the nursing staff are suppli- 
ed by them to all the hospitals at Poona and 
There 


as for example at Gwalior, where the whole of 


its neighbourhpod. are some hospitals, 


the nursing staff has been supplied by this 


Society. These worthy Indian women have not 


only shown their ability in general nursing but 


also in maternity and child welfare work. .The 
class of pupils trained in these courses came 
from a well-to-do and educated class. 

# % * * * 

In Bengal a few Indian pupil nurses were 
taken in for training in the superior grade at 
the Medical College Hospital a few years ago. 
creditably 


fullest advantage of the opportunities for training 


We believe they are taking the 


presented to them. But we regret there is no 


institution of the higher grade where Indian 
ladies may be trained in larger numbers. We 
know that, if opportunities are found, the Indian 
ladies are likely to come forward in numbers to 
receive higher training in nursing. As it is, a 
regular course of substanfial training in nursing 
is now being imparted at the Chittaranjan 
Hospital and the Chittaranjan Seva Sadan, which 
of lady 


are attracting a considerable number 
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pupils from highly respectable families. It is 
quite possible to develop, at least a portion of it, 
into an institution for imparting higher training 
in nursing to advanced pupils. The wide spread 
of women’s education both among girls and 
elderly ladies along with almost revolutionary 
outlook 


changes in the social and _ intellectual 


of women as well as the changing economic 
conditions have created a spirit both of self-help 
and sacrifice in them. It is time now that 
institutions should be provided for co-operating 
It would be 


sheer hardihood to deny that many of our ladies 


with them in their laudable efforts. 


with proper training and experience will be able 
to give a good account of themselves even as 


Health 


Visitors. Even under the present disadvantageous 


supervisors, matrons and higher class 
conditions some of the ladies trained in the 
existing institutions are already conducting some 


of these duties with marked ability. 
* * * * 


Practically none of the Mofussil hospitals 
provide for adequate nursing arrangements for 
patients admitted into them. Speaking for 
Bengal, a sum of approximately Rs. 2!/2 lakhs are 
salary 


annually spent by the Government as 


of nurses. We require about 2000 nurses to look 
after nearly 10,000 indoor patients in the hospi- 
tals managed or aided by Government in this 
province, calculated at the rate of 1 nurse for 


5 beds. Then again, of these patients a small 
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fraction are Europeans and the rest are Indians. 
If it were possible to place the hospitals or wards 
accommodating Indian patients under the care 
of Indian nurses, reserving European hospitals 


and wards to European nurses, the annual budget 


grant would go a long way to supply the demand 


as alarge number of Indian nurses could be 
employed on moderate salaries. We do not dis- 
parage the work of the European nurses who 
have rendered good service so long as the Indian 
nursing talents were shy but atime is coming 
when we should consider whether we ought to 
maintain a nursing service which the economic 
resources of the people cannot bear. 
# * Ps * * 

Apart from any institution for higher training, 
for which we think the Universities should make 
provisions, institutions must be at once provided 
for the training of the bulk of the future members 
of the nursing profession of a moderate standard. 
A curriculum should be framed by a Committee 
consisting of official and non-official represen- 
taiives in every province. We consider that for 
this class of nurses the training should be mainly 
in the vernacular. They can be trained both for 
nursing and for social service work in the cities, 
mofussil and industrial areas. 

%* “ * %* % 

We trust that this important question will be 

taken up in right earnest by our members and 


readers thronghout India for a practical solution. 





Medical News and Notes 


| Items of news and notes of general interest to the profession 


for incorporation in this 


section from 


the’ members 


of the profession will be greatly appreciated—EDITOR ] 


Mission Hospital at Neyyoor. H.H. the Maharaja 
of Travancore opened, on the 13th January last, 
the new block of buildings in the London Mission 
Hospital at Neyyoor, consisting of an enlarged 
laboratory, a consulting room and nursing home 
for Indian patients. In appreciation of the 
services of this hospital, His Highness announced 
a personal donation of Rs. 1,000 towards the 
funds of the hospital. 


The hospital is next only to the General Hos- 
pital, Madras and has got the largest surgical 
side in South India. 


* * * * * 


Madras School of Indian Medicine. At its recent 
meeting, the Madras Finance Committee, con- 
sidered, in connection with the Budget for the 
next year, the proposal for the appointment of 
two medical officers for inspecting Government 
aided rural dispensaries in charge of Licentiates 
of Indian Medicine in the presidency which 
number about 253. 


The proposal to appoint two specially elected 
ailopathists as medical registrars in the Hospital 
of the Government School of Indian Medicine 
in Madras, has also received the approval of 
the Finance Committee. They are intended to 
maintain careful and accurate records of the 
diagnosis, treatment and daily progress of all 
cases treated in this Hospital, from which the 
efficacy of Indian medicine will be assessed. 


+ * * * * 


A New Ward for Leper Asylum. ‘he opening 
ceremony of the Kamakoti Ammal Ward in the 
Chevayur Leper Asylum, Calicut, was performed, 
on the 16th January last, by Mrs. RUSSEL the 
wife of Mr. ‘I’. B. RUSSEL, I. C. 8. Collector of 
Malabar, who presided on_ the _ occasion. 
The Ward is a gift of Mr. B. S. TRIPURAN- 
TAKA MUDALIAR, a leading merchant at Calicut, 
in memory of his deceased wife who always 
took special interest in the relief of leprosy. 
A portrait of the deceased lady was also unveiled 
during the ceremony. 


* * * * * 


A Doctor endows a Free Dispensary. ‘he District 
Collector performed the opening ceremony of 
a free dispensary at Bangaru Choultry at Coca- 
nada, on 10th January. ‘he Dispensary has been 
generously endowed and equipped by Captain 
P. V. RAMANAMURTHI, M. B., Ch. B. (Edin). and 
named “Pudah Raghava Jagannath Free Dispen- 
sary’ after his parents. 

* * * * * 


Anti-Leprosy campaign at Ellore. Major-General 
C. A. SPRAWSON formally opened the new leprosy 
clinic at the local Government Headquarters 
Hospital, Ellore on Jan. 18 last. The clinic is 
the gift of some members of the Mothay family 
sO deservedly well-known in these districts for 
their innumerable benefactions. The Surgeon- 
General in his speech thanked the Mothay family 
for their generosity in presenting this building. 
The campaign against leprosy, he said, could not 
be successfully carried on by solely medical men 
and there was every. necessity for public 
co-operation. 


* * * * * 


Doctors advised to go to the villages. While laying 
the foundation stone of the 'elegaon General 
Hospital on 31st December last, SIR NESS WADIA 
remarked that there was yet much to be done 
in the way of medical relief for the poor village 
folk. He hoped that many more young doctors 
than at present would go outside the big towns 
into the villages instead of cramming themselves 
in the towns. 


* * * * * 


Hospital Sweep in Surat. ‘I'he Hospital Sweep 
organised by the Surat District Hospital Relief 
Association for the maintenance of all the 
dispensaries of the Surat District was drawn 
on December 18th and fetched a decent sum. 
The total number of prizes was 3,671. The 
first prize fetched Rs. 20,000 and the last one 
Rs. 2/- only. Originally it was intended to 
collect Rs. 500,000 by sale of tickets but un- 
fortunately only Rs. 200,565 was realised. 


* * * * * 


Deplorable State of Jhang Hospital. The follow- 
ing remark by MR. F. L. BRAYNE, Commissioner, 
Multan Division, entered recently in _ the 
Visitor's Book of the Civil Hospital, Maghiana 
speaks for itself. The hospital, “is in a per- 
fectly dreadful condition. The Municipal Com- 
mittee can not or will not provide money to 
help it in proper order. Provincialization has 
been postponed and the District Board contri- 
bution will not fill the gap and the public cares 
nothing. It is not right to blame the District 
Board, as this body provides many other 
necessities and amenities which the town public 
enjoys. 


“There are plenty of well-built houses inside 
and outside the town, litigation flourishes and 
there are many signs of wealth and money to 
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waste inspite of the present depression, but the 
hospital attracts no subscription. The position 


is deplorable and unless the hospital is closed, 
something must be done to improve matters.” 


* * * * * 


The Bengal Compounders in Conference. ‘The fourth 
annual conference of the compounders was held 
on the 28th December last with Lt. Col A. D. 
STEWART, LM.S, Director of All-India Institute 
of Hygiene and Public Health in the chair. 
After BABU KARUNA KUMAR ACHARYA, the 
chairman of the Reception Committee read his 
address, Col. Stewart made his presidential speech, 
in course of which he dwelt upon the question 
of improvement of training and also the pro- 
posal for increment of pay of the compounders 
among other important points. 


bh * * * * 


Proposed Abolition of Mymensingh Medical School. 
A public meeting of the citizens of Mymensingh 
was held on 22nd December last to protest against 
the proposal of the Bengal Retrenchment Com- 
mitte to amalgamate the Mymensingh Lytton 
Medical School with the Dacca Mitford Medical 
School. Prominent persons of the Mofussil belong- 
ing to all communities and interests were present 
at the meeting. ‘The speakers expressed their 
dissatisfaction at the recommendation of the 
Retrenchment Committee for the amalgamation 
of the schools, It was pointed out that the 
proposal was unjust and unfair, considering the 
fact that the school not only served the distinct 
needs of the vast district but large sums of money 
were contributed by the local bodies and the 
general public towards the foundation and main- 
tenance of the school and its adjunct, the S. K. 
Hospital. 

The meeting resolved to send a deputation to 
wait upon His Excellency the Governor of Bengal 
to place before him the whole situation with 
regard to the School, should His Excellency deem 
it at all necessary to consider seriously the pro- 
posal of the Bengal Retrenchment Committee for 
this amalgamation. 


* * * * * 


Campbell Medical School Re-Union. The first 
Reunion of the students of the Campbell Medical 
School, Calcutta, was held on the 16th January 
and continued for 3 days. A large number of old 
and present students joined the function. 


Dr. Sir Nit RATAN SIRCAR, Kt., M.A., M.D., &e, 
an old alumnus of the institution presided over 
the opening ceremony and the Hon’ble Lt. Blyoy 
PRASAD SINGH Roy, Minister to the Government 
of Bengal, opened the Scientific exhibition held 
in this connection. The programme was a varied 
one and included musical and theatrical enter- 
tainments by the past and present students, 
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cinema demonstration, clinical demonstrations 
in the different departments of the school and 
reading of scientific papers. 


# # if % # 


Health Propaganda in Mysore State. With a 
view to educating the masses in matters relating 
to health, the Department of Health of Mysore 
is carrying on propaganda work in rural and 
urban areas. ‘The efforts of the department 
in this direction are confined so far on three 
subjects, namely, Plague, Smallpox and Soil Pollu- 
tion. They have printed a large number of leaflets 
on these subjects, both in English and Kanada. 
A large number of pictorial posters are also 
prepared in English, Urdu and Kanada. They 
are being supplied free to all the educational 
institutions, District Boards, Village Panchayats 
and to the Deputy Commissioners with a request 
to give wide publicity to the propaganda material 
by issuing necessary instructions in the matter to 
subordinate officers. The teachers are requested 
to bring home to the pupils valuable health 
lessons contained in the leaflets and posters. 


Drug and Chemical Imports in India. ‘he Survey 
of the import trade of India, during the first 
3 months of the fiscal year, April Ist to June 
30th, 1932, states that there was a decline in total 
imports of drugs and medicines from Rs. 45} 
lakhs to 405 Jakhs, due _ principally to a 
decrease in the imports of drugs and medicines, 
other sorts, from Rs. 22} lakhs to 193 lakhs and 
proprietary and patent medicines from Rs. 9} lakhs 
to Rs. 74 lakhs. Details of the countries of 
origin are not yet available. 

* * * * * 


All-India Medical Research Institute Scheme. It is 
reported thut after careful consideration of the 
matter, the Government of India have decided 
to abandon the proposal to locate the Central 
Medical Research Institute at Dehra Dun. 
This resolution has been taken, it is further 
stated, owing to the financial crisis. 

* * + a * 


Rural Medical Aid in Peshawar. In pursuance of 
the ambitious scheme for bringing medical aid 
within the reach of the rural population who 
have hitherto been denied it, the Chief Medical 
Officer has made arrangements whereby 37 
selected villages will be visited by doctors in 
charge of the nearest civil hospitals once or 
twice a week as necessity demands. 


* + * * + 


Voluntary Removal of Name from the Medical Register. 
Stk WILLIAM ARBUTHNOT LANE, the eminent 
British physician, has retired from practice and has 
caused his name to be removed, at his own 
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request, from the Medical Register. The date 
of his registration is given in the current issue 
of the Medical Register as November 15, 1877. 


Sirk WILLIAM is 76 years old and a physician 
and surgeon of international reputation. He is 
the consulting surgeon of many London _ hospitals 
and is the author of numerous papers on surgery 
and anatomy. He was created a baronet in 1913. 
In recent years he has often attracted wide- 
spread public attention by his outspoken com- 
ments on many phases of modern life, much of 
his time having been devoted to the New Health 
Movement. 


Japan's New Pharmacopoeia. ‘The fifth revision of 
the Japanese Pharmacopewa has been in force 
from October Ist, 1932. It contains 46 new 
medicines and omits 85. More than 900 minor 
changes have been made. It is stated in the 
departmental ordinance No. 21, promulgating the 
new edition, that “those medicines manufactured 
before October Ist, and which are not contained 
in the new edition, will be considered as confor- 
mative to the new edition, provided that they are 
either based on the pharmacopoea No. 4 or the 
pharmacopoea of some other country, or the 
departmental ordinance No. 18, and_ further, 
provided that they are not injurious to the 
human body.” 


# * * * % 


Post-Operative Tetanus from Catgut. A correspon- 
dent in the Lancet (14-1-33) reports of two cases 
that developed tetanus after being operated on 
consecutively at the Wollongong Hospital, New 
South Wales. Both patients, who lived in adjoin- 
ing houses, were operated on for removal of the 
appendix by the same surgeon, and both died. 
An inquest was held, and after thorough investiga- 
tion of the catgut used, the coroner held that 
it was responsible for the tetanus. The catgut 
was stated to have been of German origin. A 
further case of post-operative tetanus has 
developed in South Sydney Hospital, Sydney. 
The catgut used on this occasion was the same 
as that used at Wollongong. The Minister for 
Public Health, on the advice of the Government 
microbiologist, has sent a communication to all 
hospitals in New South Wales, stating the brand 
of the catgut used. He suggests that all 
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available supplies of this catgut should be 


discarded and further, that for the future, catgut 
of British origin only should be employed. 


* %* * * * 


An Enterprising Firm. The Schering-Kahlbaum 
( India ) Ltd., 4, Dalhousie Square, Calcutta have 
sent us a reprint of the article “A centre of 
continental chemical manufacture” from the 
“Chemist and Druggist” dated the 9th July, 1932. 
It is indeed pleasant to go through the various 
pages describing the gradual development of 
Ernst Schering’s “Grim Apotheke” between 1864- 
1871 into the well known Manufactory concerns— 
Chemische, Fabrick Auf Actien (Vorm F. Schering) 
which in 1927 amalgamated with C. A. F. 
Kahlbaum and commenced to trade under the 
name of Schering-Kahlbaum A.G. 

The activities of this mannfacturing concern 
are manifold in the realms of Synthetic Chemistry, 
industrial Chemistry, Radiology and photography. 

The various original products of Schering e.g. 
Atophan, Medinal, Veramon, Progynon, Syntha- 
lin, Solganal, Solganal B., Neotropin, Uro- 
selectan B. and claims made on their usefulness 
are well known to medical men. 

It may be of interest to the readers to know 
that Schering’s ambition was to manufacture 
not down to a standard but up to an ideal. 


Man is worth 7s. 6d. only. The following is the 
money value of the constituent elements compri- 
sing the compounds of which an average adult 
human body is built up, as calculated by a 
seriously-minded chemist. 

The fat is sufficient to make seven bars of soap. 

The iron is enough to make a medium size nail. 

The sugar, enough to fill a sugar-dredger. 

The lime, enough to whitewash a chicken-coop. 

The phosphorus, enough to make fifty five 
ordinary boxes of matches. 


The magnesium, sufficient for a dose of 
magnesia, and 

Sulphur, enough to rid a dog of fleas. 

In addition there is about 13 gallons of water. 

Were these substances in the pure state, they 
would, all told, be worth not more than seven 
shillings and six pence. 
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Case Note 


Syphilitic Periostitis of Right Third Metatarsal bone complicated with Fracture. 


Treated with operation and Glycerodine (5% colloidal Iodine ) injections. 
By KUNJ BEHARI LAL VARMA, L.w-p., Meerut. 


Kali Charan, aged 19 years, had condyloma 
at the anus and prepuce about eight years ago 
and his father had also suffered from Syphilis 
before his birth. 

About November 1927, he happened to take 
river baths twice daily for three days and after 
that he noticed a swelling on the right foot upto 
the ankle which would disappear during night 
and reappear in the day and the boy was_ walking 
about as usual. In this condition he went on 
for nine months when he consulted a bone-setter 
who, after doing some massage on the foot, stood 
upon it. The boy at once felt as if something 
had given way and he felt extreme pain which 
continued till a fortnight after that and the 
swelling did not disappear even during night 
as before. He consulted a medical man who 
thought that it was a case of fracture which had 
united and gave him Glycerin Belladonna for 
external application but the inflammation did not 
diminish. Three months later, a swelling appeared 
on the dorsum of the foot in the middle line 
and after poulticing it for a few days he consulted 
another medical man who opened it and on 
probing found that bare bone was felt. He 
advised the patient to seek admittance in the 
District Hospital where he was operated upon, 
after a week, by the Civil Surgeon under 
chloroform anaesthesia and some pieces of bone 
were said to have been removed. The patient 
had no pain for four days after the operation, 
but after that intense pain with swelling started, 
which was continuous all the twenty-four hours 
and the patient had no sleep. Finding no relief 
he left the hospital after a week. He then 
consulted two more doctors but his pain was so 
intense that he could not sleep for another three 
days. After that he consulted me on 24th Dec- 
ember, 1929. 

Condition on Examination. The right foot was 
swollen nearly double the original size with a 
small wound on the dorsum. The probe passed two 
inches deep into the wound but no bone was felt. 
I advised wet boric dressings, covered with gutta- 
percha tissue, of the entire foot upto two inches 
above the ankle twice a day and gave him a 
subcutaneous injection of Glycerodine (5% collo- 
idal Iodine) 1. c. c. on 24th and 25th December 
1929. Five hours after the first injection, the 
intense pain in the foot got less and he could 
sleep that very night comfortably. The swelling 
of the foot gradually became less and pain 
altogether disappeared in four or five days. As 


pain again reappeared after a week, he was 
given injections of Glycerodine on 2nd, 4th, and 
7th January 1930, which relieved the pain but a 
swelling with fluctuation formed near the old 
wound and he began to get rises of temperature 
upto 101°F. 

Operation. On the 8th January 1930, I 
operated on his foot under chloroform anaesthesia 
and removed pus from the superficial swelling 
and the wound was enlarged to a length of 
about 5” and deep down to the bones, the 
tendons were found inflamed and sloughing 
and the central portion of the third metatarsal 
was missing with irregular and necrosed pieces 
at both ends. Both the ends of the 3rd metatarsal 
were removed from their articulating surfaces 
and all sloughing tissues scraped off and two 
counter openings about 3” long were made on 
both sides of the foot and wet boric dressings 
applied as before. As the. case was septic 
with inflamed and sloughing tendons’ with 
symptoms of toxaemia, the foot up to the ankle 
was kept immersed in hot boric lotion for an hour 
daily before changing the dressings and _ he 
was given subcutaneous injections of Glycero- 
dine on January 9, 11, 12, 14, 16, 17, 18, 24, 27 
and February 1, 10, 12, 21 and 23 till the wound 
completely healed up and his general condition 
improved considerably. He had no_ trouble 
since then upto the month of August 1932 ve. 
two years and eight months after the operation 
and after recovery, he has been carrying on the 
profession of a hawker. 

Inferences: 1. Complete removal of the 
diseased bone was the operation of necessity. 

2. Glycerodine injections acted as analgesic 
in relieving the pain of the septic foot even 
before the operation. 

3. After the operation, Glycerodine injec- 
tions activated the tissues to combat the toxaemia 
due to the septic condition of the foot and this 
brought about improvement in general health and 
condition of the wound. 


4. As the patient had no further complications 
for more than two and half years after healing 
of the wound it shows Iodine (as Glycerodine 
injections) acted as a specific for the tertiary 
condition. 

N. B—The writer has observed that subcutaneous injections 
of Glycerodine given in the painful area in cases of 
gout, rheumatism, sciatica and other neuralgias 
relieve the pain from ten minutes to within two 
hours of the injection. 





Obituary 


Dr. K. S. Engineer. 


Dr. KAIKHUSHRU SORABJI ENGINEER of 
Bombay, died of heart failure on the 13th of 
February. 

After passing the L. M. and S. examination in 
1879, he joined the Bombay Medical Service and 
served as Civil Surgeon in various places. Later, 
his services were lent to the Rajpipla and 
Savantwadi States. He had done 654 years’ 
continuous professional work, and was considered 
to be one of the foremost medical men in 
Bombay. 

He was one of the three professors appointed 
by Government for the first time, when the 
Veterinary College was established in Bombay. 

Dk. ENGINEER was among the few medical 
practitioners who volunteered their services to the 
Plague Committee, appointed by the local 
Jovernment when the disease first broke out in 
Bombay. In recognition of his services, he 
received a certificate of merit. 

Our heartfelt condolence goes to the bereaved 
family and particularly to our colleague Major 
SORAB ENGINEER, one of his sons, who is a 
professor in the Grant Medical College and 
Physician in the J. J. Hospital. 


Annual 


Lady Willingdon Medical School. 


The strength of the school was 99. ‘Twenty- 
four students were admitted in the year under 
report, all stipendiaries. Only 5 stipends were 
at present given to the first year students, 
while supply of books and instruments to the 
students had been stopped. The school contained 
about 900 volumes of medical books and 200 
volumes of “Lancet” and other periodicals. 


The accomodation in the hostel is still very 
inadequate ;a portion of the buildings is being 
used for some of the lectures, library, museum 
and offices. ‘he school and hostel need a 
complete set of new buildings with a much 
larger and more up-to-date General Hospital 
which is to be located in the vicinity of the 
Victoria Caste and Gosha Hospital. The 
improvements and plans of the school, hostel 
and the hospital are ready but not taken in hand 
owing to the general financial difficulties. 


Seventeen final year students completed 
their course during the year. The number of 


Dr. Naresh Chandra Mitra, M.A., M.B. 


Dr. NARESH CHANDRA MITRA, M. A., M. B., 
premier physician and chairman of the Ranchi 
Municipality, expired on the night of 31st January, 
at the age of 70 years. By order of the Deputy 
Commissioner, all local courts and Government 
offices remained closed of 2nd February out of 
respect to the memory of the deceased. 


Lt. Col. Stephenson, I. M. S., C. I. E. 


The death occurred in London on February 
3rd of Lieut. Col. JOHN STEPHENSON, C.LE., late 
of the Indian Medical Service. 


Lieut. Col. STEPHENSON joined the Medical 
Service in July 1895 and was in military service 
till May, 1930. He served as Civil Surgeon in 
the Punjab till the year 1906 when he was 
appointed Professor of Biology, Government 
College, Lahore, later becoming Principal of the 
same college. He was appointed Vice-Chancellor 
of the Punjab University and was on retirement 
lecturer in Zoology at the Edinburgh University 
until he took up the Editorship of the “Fauna of 
British India’ Series at the Natural History 
Museum in 1928, He was awarded the C. I. E. 
in June 1919. 


Reports 


women Sub-Assistant Surgeons that have passed 
out of this school is 97 and the report says that 
all of them are employed by Government, local 
bodies, or Corporation, or are in private practice. 


All India Medical Licentiates’ Association. 
POONA BRANCH 


The following are some of the activities of the 
Association during the year 1932 : 

The Managing Committee interviewed Messrs. 
N. R. GUNJAL and SARDAR MUZUMDAR, M. L. A.’s 
from Poona and requested them to reject the 
Indian Medical Council Bill in the Assembly. 
Both of them promised support when the bill 
came up for discussion in the Legislative 
Assembly. 

The Managing Committee also discussed 
the draft of the Indian Medical Council 
Bill and suggested necessary changes. The 
amended bill was circulated to Messrs. GUNJAL 


and SARDAR MUZUMDAR, the press, the Secre- 
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taries, Department of Education, Healthand Lands 
Government of India, the Bombay Medical 
Council and the Local Government. 


On 3rd July 1932, another protest meeting was 
held in the Vishrambag Municipal Hall when the 
resolutions circulated by the Central Association 
were unanimously passed. In this connection 
Dr. M. D. PUSTUKE of Gwalior rendered much 
help to the Poona Branch. 

The Managing Committee passed a resolution 
protesting against the discrimination made by 
Insurance Companies between Medical Licen- 
tiates and Graduates, in the Medical Examina- 
tion of Insurance cases. It was pointed out that 
no distinction should be made as such between 
these two classes of Practitioners and the only 
condition should be that the Medical practitioner 
must be of a particular number of years’ stan- 
ding. The Committee hopes that this question 
will be taken up by the branches all over the 
country and an agitation carried on to remove 
these distinctions. 


A meeting was arranged to give a reception to 
Dr. S. V. DEODHAR, M.D. (Vienna), L.C.P.S. (Bom.), 
and Dr. V. M. DONGRE, L.M. (Rot.), L.C.P.s. (Bom) 
on their return to Poona from abroad where they 
went for higher studies. 

Only one clinical meeting was held when 
Dr. K. B. LELE, M.C.P.S. delivered an interesting 
lecture on Mind as a factor of the body. 


During the year under report the branch has 
seventeen members of the Central Association on 
its roll, of whom, fourteen are new members and 
three are old members. Besides there are four- 
teen associate local members of the branch. 


Madras Public Health in 1931. 


During the year under review the total number 


of deaths from all causes rose sharply from 
1,045,972 to 1,072,572 against the quinquennial 
average of 1,046,896. The increase was mostly 
under cholera, dysentery, diarrhoea and 
respiratory diseases. There was a steady fall 
in the mortality under small-pox and plague. 

It is unfortunate that as a measure of retrench- 
ment the Government had to abolish the post 
of Special Malaria Officer and his staff and 
restricted the scheme of anti-malarial operations 
in the Vizagapatam Agency. One of the Reserve 
Health Officers however was appointed as the 
Malaria Officer and the continuance of the scheme 
of free distribution of quinine was sanctioned for 
a further period of five years from April 1932. 

The anti-malarial measures adopted in the 
Vizagapatam Agency have given very encoura- 
ging results. There has been a steady fall in 
deaths due to fevers in the Cuddapah, Bellary, 
Kurnool and South Kanara districts ever since 
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the scheme of free distribution of quinine was 
introduced in the districts, the spleen rates in 
Krishnadevipet and Koraput having fallen by 
55 and 25 per cent respectively. In the Mettur 
project area this has been reduced from 25 per 
cent in 1929 to 37 per cent in 1931. 

The total number of births registered in the 
Presidency during the year was 1,606403 against 
1,632,475 in the previous year. 

Though there has been a steady improvement 
in the registration of births and death, it is still 
far from reaching the standard aimed at. The 
District Health staff were able to detect in 
1931, 69,437 births and 20,586 deaths which had 
escaped registration. During the year under 
review, the work relating to the check and com- 
pilation of vital statistics, has been transferred 
from the Collectors’ offices to the office of the 
Director of Public Health. 


During the year, special attention was devoted 
to maternity relief and child welfare work. A 
lady Assistant Director of Public Health was 
specially appointed for the purpose and she is 
trying to educate public opinion on this behalf. 
During the year, there were 123 maternity and 
child welfare centres with midwives in charge 
but still the provision for trained midwives and 
health visitors is felt to be extremely inadequate 
and this largely accounts for the high rate (186.87 
per iille) of infant mortality in the Presidency. 


The mortality from small-pox decreased from 
8,026 to 4.660 during the year. ‘This decrease 
is attributed to the increase of 42,662 cases in 
primary vaccination. The total number of 
unprotected cases detected during the year 
amounted to 2°53 lakhs against 2°66 lakhs of the 
previous year. From the figures furnished by 
some districts it is found that mortality from 
small-pox among the unvaccinated is more than 
eight times that among the vaccinated. It is to 
be regretted that some presidents of tuluk boards 
exhibit reluctance in sanctioning the prosecutions 
recommended by the District Health Officers who 
in some cases, were not given powers of control 
and discipline over vaccinators resulting in a 
lack of discipline among the latter. 


Vizagapatam Medical College. 


The following are some of the important 
features of the 9th annual report on the working 
of the Medical College, Vizagapatam for 1931-82. 
Of the 50 new admissions during the year 
under review, 35 belong to the Telugu districts. 


Some important changes in the staff were 
made during the year under review partly in the 
interests of efficiency, but still more as a measure 
of economy, by which a sum of Rs. 44,232 per 
annum was saved. 
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(1) The post of Professor of Chemistry in the 
Civil Surgeon’s grade was abolished and_ the 
teaching of chemistry was entrusted toa non- 
Medical Arts Graduate in Chemistry. (2) The 
posts of Professor of Pharmacology and Anaes- 
thetist, King George Hospital, and Lecturer in 
Anaesthesia, Medical College, in the grade of 
Civil Surgeons were reduced to the grade of 
Civil Assistant Surgeons. (3) The teaching of 
Hygiene was taken away from the Professsor of 
Bacteriology and entrusted to the Municipal 
Health Officer, Vizagapatam, an officer of the 
Public Health Department. (4) The Women 
Medical Service Officer at the Victoria Ghosa 
Hospital for Women and Children, Vizagapatam, 
was appointed a part-time Lecturer in Gynae- 
cology. (5) The post of Assistant to the Pro- 
fessor of Midwifery which was held by a man 
Assistant surgeon was converted into one for a 
woman Assistant Surgeon. (6) Dermatology and 
Venereology which were in charge of two Civil 
Assistant Surgeons, were combined and entrusted 
to a single Assistant Surgeon. (7) The posts of 
Physiology (Medical) and Chemistry (non-Medical) 
were abolished and a post of Demonstrator for 
Physiology created. (8) Two posts of Demons- 
trators in Anatomy and Pharmacology were 
abolished. (9) The teaching of chemistry has 
been unified with that of Bio-chemistry into one 
department under the name “Chemistry in rela- 
tion to Medicine”. 


Medical Relief in Delhi during 1931. 


Decrease in the number of hospitals and 
patients treated, inadequacy of the nursing: staff 
and absence of proper arrangement for infectious 
diseases are notable features of the working of 
the Medical Department in the Delhi Province 
during 1931. 

Construction of the Irwin Hospital is still at 
a stand-still for want of necessary funds, the same 
reason is responsible for the postponement of the 
municipal schemes for an Infections Disease and 
Tuberculosis Hospital. 

Of the four state public hospitals, the Com- 
bined Hospital in New Delhi, was transferred 
to the New Delhi Municipal Committee on 
November 1, 19381, and was later re-named the 
Civil Hospital, New Delhi. 


Ranchi Mental Hospital (B. & 0.) 


“The male section of the hospital remained 
overcrowded but owing to financial stringency, 
none of the additional buildings included in the 
expansion scheme which has been administratively 
approved by Government could be taken up” 
states the annual report of the Indian Mental 
Hospital at Kanke for the year 1931, submitted 
by Major J. E. DHUNJIBHOY, I. M. S., Superinten- 

ent, 
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The number of resident patients was 1,256 
(1,034 males and 222 females) compared with a 
total of 1,264 (1,049 males and 215 females) in 
1930. Admissions during the year including 
re-admissions, were 97 males and 35 females 
against a total of 99 the previous year. Total 
discharges were 87 as compared with 81 in 1930. 


In spite of this progressive increase in dis- 
charges, however, it is stated that the ratio per 
cent, of cures to total admissions, was low com- 
pared to 1930 and 1929. ‘This was due to the fact 
that duriug the year, there was a large number 
of admissions and the majority of them were 
chronic insanes who had been kept for a con- 
siderable time either at their homes or in jails, 
for want of accomodation at Kanke. 


The number of paying patients is steadily 
increasing but several applications had to be 
refused for lack of accommodation. 


Receipts from all sources amounted to 
Rs. 23,879 as compared with Rs. 21,668 in 1930. 


Child Welfare Work in Madras, 1931. 


The following are extracts from the report 
on the working of the Child Welfare Scheme 
issued by the Lady Superintendent, Corporation 
of Madras, for the year ending, 31st December, 


~ 1981. 


Out of a total of 13,315 prematernity cases 
registered, 9,442 expectant mothers sought 
medical advice and treatment in the Child Wel- 
fare Centres. 

The 82 midwives of the C. W. S. have attended 
on 13,514 labour cases during year under review 
i.e., each midwife had attended on an average 
165 labour cases. She has to visit the mother 
and the child daily for the next ten days. 


The total number of abortions treated during 
the year under review was 274 as against 257 
in the previous year. Of these, 109 were conduc- 
ted by the staff, 19 were taken over after the 
barber midwives had taken part and 146 difficult 
cases were sent to hospitals. 

There is a decline in the infantile mortality 
rate which is 139°5 per mille as against 157°2 
of the previous year. This is the lowest on 
record. 

Eight-hundred and five babies received free 
milk as against 717 of the previous year. The 
average daily attendance was 4714 as against 
4271 of the last year. 

During the year under review, 137,394 warm 
baths were given as against 118,824 in the 
previous year and on an average 376 children 
were bathed in all the centres as against 309 
of the previous year. 














Are you an Indian ? If so, buy Indian 
Dr. BIDHAN CHANDRA ROY, m.p. (Cal.), MR cp. (Lond.), F.R.¢ 8. (Eng.) 
Mayor of Caleutta. 


{ The following observations about the utility of holding Medical 
Exhibitions in connection with medical functions, was made by 


Dr. B. C. Roy while opening 


the medical exhibition at the 


Carmichael College Reunion ( Calcutta ) on December last, and 
we do not make any apology in reproducing the same. ED 


To my mind a medical exhibition is necessary 
for the purpose of bringing together all the 
resources that are available to the doctor for the 
treatment of diseases. Besides an exhibition held 
ina Medical Institution draws pointed attention 
of the students and would-be-research workers to 
what has been achieved in this line already and to 
what awaits further investigation and research. 
To-day it is not enough that a medical student 
should know the methods to diagnose diseases 
or to write down prescriptions containing drugs 
which he has learnt as a part of his education. 
He should keep his mind open and try to discover 
newer methods of treatment and newer medicines 
for relieving the sufferings of patients. 

There is another very important consideration 
which makes it desirable that an exhibition 
of this character should be held. Everyone 
of us should remember that apart from being a 
medical practitioner or a _ student of medicine, 


we are also part and parcel of the body-politic. 
Consciously or unconsciously everyone of us has 
to play our part as individuals forming member 
of an organic whole. 


Bengal has always been 


proud of the part 
played by the medical practitioners in the 
past who took prominent part in establishing 
the now famous Bengal Chemical and Pharma- 
ceutical works. There is enough scope, for more 
well-equipped laboratories and factories in a vast 
province like Bengal, each devoted to the manua- 
facture, on a large scale, of medicinal products 
which require specialised efforts and skill. I 
do not want to strike a parochial note on a 
matter like this, as every body knows that the 
interests of the sick and the suffering are far 
above such a controversy. What I seek, to 
impress, however, that Nature is prolific enough 
in producing those herbs and plants which are 
really more efficacious in the treatment of the 
children of the soil, than medicines imported from 
outside. 

I have a conviction that in the dispensation 
of Providence the prevalence of disease in a 
particular place postulates the existence of the 
remedy for such diseases in the same place. It 
is for us to find out the remedy and to relieve 
the patient. Therefore it should be the aim of 
every medical student in India to make investiga- 
tions into diseases and discover the available 
remedy. 


Thus it is clear that if we were to serve our 
patients effectively we ought not to neglect the 
resources at our command and find out how we 
can augment them. But there is another aspect 
of this question, a consideration of which has an 
effect on the economic position of the country 
asa whole. If you refer to statistical abstracts 
of the Government, you will find that we, in 
India, have been importing drugs from outside 
and the value of import of drugs and appliances 
amounted to a litthe overa crore; in the year 
1920-21, it went up to nearly two crores and 
with slight fluctuations during the interval years 
it has still remained at two crores in the year 
1931-832. 


This shows that the country as a whole, and 
we medical practitioners in particular, have not 
devoted our attention to this aspect of the ques- 
tion as to whether we can produce our own 
medicines in larger quantities than before. 


T have no figures to show the total consump- 
tion of medicines and drugs in the whole of India, 
but it is clear that the value of imported drugs 
has not only not decreased within the last twenty 
years, but has increased. We should, therefore, 
as a matter of self-preservation, give our serious 
attention to this aspect and develop our resources 
in India at the earliest opportunity. I appeal to 
all medical practitioners in this country to use 
medicines of local manufacture as far as_ possible 
and thereby encourage the devoted band of 
workers in this line. Indeed, personally I believe 
that the vaccines and sera locally made are even 
superior to those of foreign manufacture and may 
be extensively used by Indian practitioners with 
very good results to all concerned, 


We all know that in all industries three items 
claim our consideration. First of all there must 
be capital available for the purpose of the manu- 
facture. Secondly, there must be skill to convert 
the capital into finished goods and thirdly, there 
must be consumption of such manufactured goods. 
With regard to the capital and the skill one may 
at once say that these are matters which concern 
the financiers. It is possible that in order to 
develop industry in a particular country it may 
be necessary for the state protection and the 
most prominent example of this proposition is 
embodied in what we call the Ottawa Bill, which 
has just been passed. 





260 MEDICAL ASSOCIATIONS, SOCIETIES, ETC. 


I refer to the third item put forward above 
viz. the question of consumption. I do not pur- 
posely refer to the question of export of manu- 
factured drugs from India, because we must 
first of all, reduce imports and produce enough 
to supply our own country. Personally, I should 
be satisfied with that. I make this appeal to every 
member of the medical profession present here to 
see that the drugs and appliances produced in 
India are used by Indians and in this appeal I do 
not stand alone in this world. You will find every 
country in the world to-day appealing to the 
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patirotic feeling of the people and asking them 
to help the industries by consuming goods produc- 
ed in the country. 


In England we hear the slogan “Buy British” ; 
in France they say, ‘Buy French’. Some time 
back I happened to glance over an American 
Medical Journal, recently, when my attention was 
drawn to the following query figuring in almost 
every page of it: “Are you an American ? If so, 
buy American” I repeat the same sentiment and 
say—‘‘Are you an Indian ? If so, buy Indian”. 


Medical Associations, Societies, etc. 


Medical Societies, Associations, 


of this Section of the Journal. 


Tanuku Medical Association 


The last meeting of the Tanuku Medical 
Association for the year 1932 was held on Sunday 
the 4th Dee. with Dr. G. SIVARAM, M.B., B.S. 
in the chair. 

The Association placed on record its deep 
regret for the premature demise of RAO S\HEB 
Dr. M. SESHADRI REDDI, L.M. & Ss. who was 
one of its members and resolved to communicate 
the same to the members of the bereaved family. 


Dr. CH. SATHERASU M.B.C.M., M.R.C. & S. and 
Dr. Y. SURYANARAYANA RAO, L. M. P. were un- 
animously elected President and _ Secretary 
respectively for the year 1933. 

Dr. 8S. SIVARAM, M. B., B. S., gave an interes- 
ting discourse on the principles of Association 
system of medicine which was followed by some 
discussion. 


Berhampore Medical Association, Madras 


The annual meeting of Berhampore Medical 
Association, was held on December 9th. 

The Secretary, in the course of his annual 
report, regreted, that members were not taking 
as keen an interest as necessary, so much so 
that some monthly meetings of the Association 
had to be postponed for want of quorum. He 
hoped that the Association would grow into a 
district Association and said that he had addressed 
all medical practitioners in the district to become 
members of the Association and make it strong. 


The following office-bearers were elected 
for the new year Dr. V. T. LOPEZ President, 
Dr. JAGANNADHA DAS, Secretary, Dr. Miss 
HELEN WALKER, DR. K. VENUGOPAL NAIDU and 
Dr. R. RAGESWARA RAO, members of the Manag- 
ing Committee. 


Unions ete. are invited to make use 


—EDITOR 


Nellore Medical Association 


The Nellore District Medical Association was 
inaugurated on the 2nd December last with 
Dr. K. KRISHNA RAO, District Medical Officer, 
Nellore, as President. DR. J. J. JOSEPH, L.M. & §., 
of the Madras Leprosy Survey delivered a lantern 
lecture on “Leprosy”. 


Vizagapatam Medical College, Physiological Society 


At the inaugural meeting of the above 
Society held on Friday with Dr. Sir S. 
RADHAKRISHNAN, Vice-Chancellor of the Andhra 
University, in the chair, DR. BASIR, Professor 
of Physiology and President of the Society 
while explaining its aims and objects hoped 
the Society would stimulate interest in physio- 
logical problems of everyday life and also 
encourage the students to undertake research 
work. He requested the Vice-Chancellor for 
facilities in research work in the Andhra 
University area by providing a properly equipped 
reference library in medical sciences. 

Dr. P. KUTUMBAYYA then delivered an 
address on “The Relations of Physiology and 
Medicine.” 

Dr. Sm. S38. 


RADHAKRISHNAN, in bringing 
the function to a close, regretted his inability 
at present to finance research work in medical 
sciences on account of the slender control of 
the Andhra University over the affairs of the 
Vizagapatam Medical College. 


Vizianagaram Maternity and Child Welfare Association 


A general body meeting of the Health, 
Maternity and Child Welfare Association was 
held on 14th. November last in the’ Municipal 
Council Hall when Dr. B. SANJIVA RAO, M.B, 
B.S., B.C., the Secretary, Submitted his report 
regarding the working of the Association since 
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it was started in March last. The 
of the Centre, the report stated, were threefold, 
viz., child welfare work, maternity in its various 
stages, and health propaganda. In respect of 
the first, the number of children who were 
bathed during the period under review were 
3,906 and children fed on cow’s milk, 3,972. 
Cases of pregnancies inspected by midwives 
were 549, deliveries conducted by midwives 214, 
Mortality of children during the first week was 
only 8 and mothers who died were 2. In regard 
to health propaganda, lectures and demonstra- 
tions were given in the various wards of the 
city on public health. In _ conclusion, the 
Secretary appealed to the local people to come 
forward with liberal contributions in aid of the 
Centre and enable its activities to be more 
efficient and successful. 


The meeting resolved to celebrate the Health 
and Baby week from the 5th. to 11th. December, 
both days inclusive, according to the draft 
programme outlined by the Health Officer. A 
strong committee was formed to take measures 
for carrying out the programme. 


The Medical Licentiates’ Association 
( MADRAS BRANCH ) 


A clinical meeting was held in the “Bryson 
School” Government Royapuram Hospital, 
Madras, on 30th November 1932, under the 
presidency of Dr. H. 8S. HENSMAN, M.R.C.5S., 
L. R.C. P., M. P.C, Superintendent, Government 
Mental Hospital, Madras, when RAO SaHIB DR. 
S. VENKATASUBBA RAO, M.D., D.P.M., Assistant 
Superintendent, Royapuram Medical School, 
Madras, delivered a Jecture on ‘Mental Hygiene 
and Modern Psychiatry.” 


In course of his lecture, the lecturer basing his 
observations on his experiences in Madras 
Presidency and in England and America, stated 
that most medical men concerned themselves 
with the diseases of the body only, and never 
with the psychical aspect of disease. The 
patient’s mental attitude towards the disease 
and its necessary rectification, the lecturer said, 
deserved a much deeper study and attention 
than it now obtained. 

An interesting discussion followed the lecture 
in which some of the doctors and students 
took part. 


The annual general meeting of the Madras 
Branch of the All-India Medical Licentiates’ 
Association was held on December 7th at the 
“Gana Mandir’, with Dr. U. RAMA Rao, the 
President, in the chair. There was a large 
gathering of members. 

Dre U. D. Gopat Rao, Honorary Secretary, 
in presenting the report said that four deputations 
during the year waited on the heads of the 


activities 
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medical administration to represent the claims of 
the medical licentiates for their inclusion in the 
All-India Medical Council Bill, the Honorary 
Medical Officers’ Scheme and suitable cadre for 
those with British qualifications. The number in 
the membership register rose from nine to ninety 
including Government’ servants, Corporation 
medical officers, Railway Assistant Surgeons, 
Medical Inspectors of Schools and independent 
medical practitioners. 

After the adoption of the report, the draft 
memorandum to be submitted to the Surgeon- 
General on the question of their needs was 
approved. 

The following office-bearers were then elected 
for the coming year : 

President : DR. U. RAMA RAO; Vice President : 
DR. R. RAMANJULU NAIDU ; Honorary Secretary : 
Dr. G. SUBBAROYUDU; Joint Secretary : Dr. 
K. VENKATA RAO; ‘Treasurer: DR. C. RAMA- 
CHANDRA IYENGAR; Committee members : Drs. 
V. A. MUTHAYYA THEVAR, SIVARAMKRISHNA 
AIYAR, SURYANARAYANA RAO, AKBAR SHAH, 
U. D. GOPALA Rao, MOHANARANGAM VISVA- 
NATHAN, SUBBARAMA RAO and Dr. Miss 
RODRIGUES. 

Dr. SIVARAMKRISHNA AIYAR and TT. VY, 
RAMGANATHA RAO were elected as delegates to 
the coming All-India Conference. 


( POONA BRANCH ) 


A representative .meeting of the medical 
profession under the auspices of the above 
Association was held on Thursday 27th October 
1932, in the Vishrambag Municipal Hall, Poona 
to offer a hearty welcome to Drs. S. V. DEODHAR 
& V. M. DOGRE on their return from abroad 
after successfully prosecuting higher studies there 
Rao Bahadur DR. N. H. KULKARNI presided. 


Dr. LaGu, Drs. PARADKAR, JEGURIKAR, 
Dr. LELE (GURU KILLI.) and others have made 
eulogistic speeches congratulating the two guests 
for their success and welcoming them back in 
their midst. Both the guests were profusely 
garlanded. DR. DEODHAR and DR. DONGRE then 
made suitable replies thanking the members for 
the honour done to them, The meeting terminated 
with a vote of thanks by Dr. V. D. SATHAYEE to 
the Chairmain, the guests of the evening and 
the medical practitioners who had come to 
attend the meeting. 


Godavari District Medical Association 

A meeting of the above Association was held 
at Cocanada on January 21st. with MAJor T. S. 
SHASTRY, I.M.S., President of the Association, 
in the chair.53 members from all over the 
district attended the meeting. 

A very instructive lecture on “Tonsillectomy 
as done in Vienna,” was delivered by MAJOR 
SHASTRY. It was decided to celebrate the 
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anniversary of the Association in February next 
in the form of a picnic party at Cocanada. 

The members were entertained at dinner in 
the night by MAJOR SHASTRY. 


Salem District Association 
The first anniversary of the Salem District 
Medical Association came off on January 22nd, 
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with Major N. K. BAL, I. M.S., District Medical 
Officer, Salem, in the chair, 


Dr. K. RAMANATHAN, the Secretary present- 
ed the Annual report after which the office 
bearers for the new year were elected, With 
an inspiring speecii from the President, the 
meeting came to a close. 


Association Notes 


Karachi Medical Association. 

The Annual General Meeting of the Karachi 
Medical Association was held in the Association 
premises on Sunday, January 22nd. Dr. G. T. 
WRENCH, M.D., was in the Chair. 

The following were elected unanimously as 
the Office bearers for the year 1933 : 
President—Dr. G. 'T. WRENCH, M.D. (Lond.) 

Viee-President—Dnx. C. P. BHATT, M.B., B.S. 

Honorary Secretary—DR. ROCHIRAM A. AMESUR. 

Hony. Joint Seeretary—Dr. V. P. PATEL, 
D.O.M.S. (Lond.) M.B., B.S. 

Honorary Treasurer—Dr. N. V. ADALJA. 

Hony. Librarian—Dr. W. SAID, 1.M.D. (Rtd.). 

Honorary Auditor—Dr. D. H. JHALLA. 


Members of the Managing Committee.—DR. MISS 
RANI B. ADVANI, M.B.B.S., DR. Miss E. NUNES, 
LM. & S., DR. Mrs. K. TARABAI, L.C.P. & S., DR. 
C. A. AMESUR, M.S.D.L.0. (Lond.), Dr. M. 'T. Srpa- 
HIMALANI, L.c.P. & S., DR. C. H. PRIMALANI, F.R. 
c.s. (Edin.), Capt. 8. S. BHATNAGAR, M. R. C, P. 
(Lond.), M.D., I.M.S. 

Dr. G. 'T. WRENCH delivered his presidential 
address after the secretary had read the Annual 
General Report of the Association. DR. ROCHI- 
RAM A. AMESUR also addressed the gathering. 
With a vote of thanks to the chair, the meeting 
terminated with serving of light refreshments to 
all the members and the guests. 

The following are important extracts from the 
speech delivered by Dr. G. T. WRENCH. 

The Indian Medical Association, of which the 
Karachi Association is the Sind provincial branch, 
has been formed to play in India the part of the 
British Medical Association, in Britain. It is 
designed to be an association guarding the welfare 
and forwarding the efficiency of the medical 
profession, But the Indian Medical Association 
could not limit itself to the objects so ably 
fulfilled by the British Medical Association in 
Britain. The British Association grew up when 
Britain was already a wealthy country. The 
medical profession received its share of their 


wealth, and with the help of public money, built 
up the magnificient institution, through which 
even the poorest inhabitant of Britain can get 
adequate treatment. In short the British profession 
scarcely had to trouble about national economics, 


The case is quite different with the Indian 
profession, of which it is hoped the Indian 
Medical Association will be the chief guide and 
strength. The progress of the profession is 
terribly hampered by lack of money and by the 
poverty of India, and therefore the Association 
must be concerned, not only with medicine, but 
also with economics. Its value and efficiency 
necessarily depends upon an increase in the 
wealth of India. 

The last century and a half have been more 
linique in the history of mankind than any 
previous period. It has been the rapidly develop- 
ing era of the machine. 

Such a development in the world was bound 
to create an economic phase and that phase can, 
as regards Britain which was the creator of the 
mechanical era, be designated as_ imperialism. 
Imperialism was the opening out of the wide 
world to and by the machine. It was led 
by the British, but the advanced nations of the 
world quickly followed the British lead. It was 
a period not without harsh features, but within 
it, was the promise of immense good to mankind. 


It seems that the economic phase of im- 
perialism is nearly over and that the second 
phase, that of national internal application of 
the results of imperialism with federalism, is 
rapidly taking its place, so much so that the 
term British Empire has almost become a 
misnomer and the term British Federation ought 
to take its place. The new phase is to apply to 
the people at large the advantages of the era of 
invention. Nearly all countries now have 
machines, nearly all are acquainted with the 
up-to-date methods of farming. But the world 
is waiting for the old financial system to be 
transformed and to adjust itself to the new phase. 


Applying this conception to India, India’s 
greatest industry, its fundamental industry, is 
agriculture. But its agriculture is woefully 
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behind hand. Imperialism has developed industry 
and cities in India, it has done very little for the 
agrarian, What India wanted, above all things, 
is a financial system designed for her agri- 
culturists. 


Sir DANIEL HAMILTON, the well known 
zamindar of Bengal, has for many years been 
advocating the banking system which developed 
Scotland so rapidly in the Eighteenth Century ; 
cash credit for the farmer, who lived on the land 
and whose credit consisted in the fact that he 
or his sons would almost certainly continue to 
live on the land. 


The substance of such credit there is every- 
where in agrarian India, but at present its 
advantages, outside the Co-operative areas, go 
to the money lenders. Were the Government 
to devote its main efforts to agricultural credit 
and to greater support of co-operative banks, 
Str DANIEL-HAMILTON reckons that a minimum 
of Rs. 5 per acre or 125 crores would be saved 
for the agrarian annually. Such added wealth 
would provide for education and health. It 
would support some thousands of doctors in 
the country districts. It would in fact give to 
India’s agrarians, the mass of the people, the 
care of the health, itself an economic asset, 
which the British, German, French, American 
and other people now receive. 


That is why the Indian Medical Association, 
an association of educated men and women who 
come more closely into relation with the people 
than any other educated group in India, has 


Book 


Synopsis of Physiology by N. J. Vazifdar, L. M. & 


S. F.C.P.8., Capt. A. I. B. 0. Ind ea 1931. 
Published by the Popular Book Depot, Lamington 
Road, Bombay 7. ; Demy S8vo, pp. 546+-X, with 85 
illustrations. 


We have had the pleasure of going through 
Capt. Vazifdar’s book of Physiology (Synopsis 
of Physiology) which is perhaps the biggest 
book (546 pages) on the subject from the pen 
of an Indian author. 


Capt. Vazifdar’s wide experience as a teacher 
and examiner is well reflected on the volume, 
which is written in alucid, concise’ style thus 
proving of immense value to the busy examinee 
or to the practitioner who requires revision of 
his knowledge on the subject at the shortest 
possible time. Some of the chapters are dealt 
with in a novel and striking way e. g. the chap- 
ters on cardiac cycle, innervation of the heart, 
nerves to blood vessels, muscle Physiology 
specially fatigue, Electrotonus, Fillet, Corpora 
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to consider national economics in their outlook 
and policy, a question the British Medical Asso- 
ciation has not had to consider. It indicates 
the difference between the two professions. 
The value of the Indian medical profession to 
India is dependent upon the nation’s economics 
and the nation’s economics are dependent on 
the welfare of the peasant, The questions of 
medical policy, upon which the Government is 
at present centering the interest of the profession, 
both official and independent, as exemplified in the 
Medical Council Bill and the meeting of the 
requirement of a Medical Council situated six 
thousand miles away, clearly indicate’ the 
adhesion of authority to the imperialistic phase, 
and seem indeed pedantic in view of the great 
duties which lie before the profession in the 
new phase of the development of nations from 
within. 


Assam Valley Medical Association affiliated with the I.M.A. 


At ageneral meeting of the Assam Valley 
Medical Association held at Gauhati on the l4th 
December last, the Assam Valley Medical Associa- 
tion decided to affiliate itself with the Indian 
Medical Association. 


Gujranwala Branch. 


At its 2nd Annual meeting the Gujranwala 
Branch of Indian Medical Association Dr. 
SURENDRA NATH BUDHRAJA and DR. KIRPAL 
SINGH were elected as the President and Secretary 
respectively for the year 1935. 


Reviews 


Quadrigemina, Thalamus and Corpus Striatum, 
Some of the diagrams and tables of composition 
of Indian food stuffs (page 156), Summary 
of digestive changes (page 203), table of ascen- 
ding and descending tracts of sp. cord (pages 378 
and 381) diagram of the tract Fillet (page 394), 
connections of cerebellum (page 479). 

The general arrangement of the chapter, 
however, appears to us to require reshuffling e. gq. 
Blood should precede circulation, voice should 
be written along with special senses ete, ‘The 
following requires, according to our judgment, 
revision. 

(a) Classification of Lipoids 

(b) ‘Transverse section of Sp. cord diagram 
on page 370. 

(c) Head’s work on Protopathic and Epicritic 
sensation in view of recent criticisms. 

(d) More about conditioned reflexes is 
expected specially when the nervous system is so 
well dealt with. 














(e) Figure of cardiac cycle (page 11) is cambrous 
and unintelligible. Lastly we shall be failing in 
our duty if we do not draw the attention of the 
author to the following errors in the book, so that 
in next edition, they should be rectified. 


(i) Page 10, Cardiac cycle: systole and dias- 
tole and pause from auricle right (wave of contrac- 
tion) is propagated peristallically. 

(ii) Page 19. The bundle of His consists of 
quadrangular muscle cells Purkinje cells. 
Also in p. 249 such cells united with each other 
form fibres called ‘“Purkinge fibres” which 
together form a. v. bundle. 

(iii) Page 133. The polysaccharides are 
separated from mono and disaccharides by blue 
and red colour with Iodin. The most charac- 
teristic test for sugar is osazone test. 


(iv) Page 189, the view about chemical 
mechanism of secretion of Pancreas from 
Prosecretin by acid chyme. 

(v) Page 196, hepatogenous 
bile. 

(vi) Page 242, Acid control of Pylorus. 

(vii) Page 404. This leading diagram 
showing Touch, tactile discrimination and motor 
impulses all going through Gall and Burdach 
tracts. 


origin only of 


On the whole, however, we again congratulate 
Capt. Vazifdar for his excellent volume and 
commend to the medical students and to the 
profession, with confidence. The get up, printing 
and paper are excellent. S. Ml. B. 


Materia Medica of Pharmaceutical Combinations and 
specialities by U. 8. Narayanrao with an introdue- 
tion by Dr. G. N. Deshmukh, M.D., ( Lond. ) 
F.R.CS. (Eng.) Ist edition 1932. Published by 
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36 are Indian, 


Rayan Pharmacy, Girgaum, Bombay 4. Crown 
8vo. H. Xliti+ 249 ; Price Rs. 2/8/- 

The tendency of medical men at thé present 
moment is to vie with each other in prescribing 
newer remedies not included in the Pharmacopia 
and the Codex. To meet this demand, Patent 
medicines—we mean the  extra-Pharmacopial 
preparations—of which the chief ingredients are 
known—are being manufactured with such 
rapidity and in such a large variety of numbers 
that a Modern physician often finds it very 
difficult to memorise them all. Besides in many 
cases the hames of slightly different preparations 
are a each other and it is often misleading 
at times. Under these conditions a handy manual 
like the ptesent book will be a useful addition 
to every médern physician’s table. 


Over 2000 of the important specialities that 
are being advertised in this country and used 
widely by the profession, are included in this book 
in an alphabetical order with the name of their 
manufacturer, principle ingredients, therapeutic 
indications in most cases and the average adult 
dose. “No secret remedies” the author says 
“however, well known they might be, are given 
a place in the book unless the makers gave at 
least the most important ingredients”. 


It will be of interest to know that those 
2000 or more proprietary remedies are manu- 
factured by neatly 300 firms, out of which only 


the rest comes from Europe, 
America and Japan. 


The authot must ‘be congratulated on this 
new enterprisé and we are sure the book shall 
find a place ih every medical man’s Consulta- 
tion Room. Oonsidering the size, amount of 
information, tlie commendable printing and the 
get-up, the pri¢e of Rs. 2/8/- is quite fair. 

A. N. G. 





MEDICINE 
Early Diagnosis of Cirrhosis of the Liver 


P. MORAWITZ and R. MANCKE (Klin. Wschr. 
No. 15, 1932, Ref. Ars Medici. No. 11, 1932) 
lay emphasis on the importance of an_ early 
diagnosis of cirrhosis of the liver which is much 
more common than clinical statistics would lead 
one to believe. Vague complaints of dyspepsia, 
loss of appetite, flatulence, a sense of pressure in 
the region of the upper abdomen, and irregular 
bowel movement form the clinical picture of 
early hepatic cirrhosis. There is often a history 
of alcohol, lues, malaria, exposure to lead and of 
“vellow skin’. Some-times none of the above 
factors may be present; some toxin of an 
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unknown nature may be the causative agent. 
Most patients, with early cirrhosis, may arouse the 
suspicion of gastritis, gastric ulcer or carcinoma. 
If the latter have been excluded by clinical and 
radiological examination, cirrhosis should always 
be thought of, especially if the following are 
present : 


_ (1) Sallow appearance with or without dis- 
tinct scleral icterus. 


(2) Hypotrichia on the abdomen and genitals. 

(3) Hypochlorhydria or achlorhydria. 

(4) Leucopenia with relative lymphocytosis. 

(5) Meteorism, due to early circulatory dis- 
turbance in the region of the portal vein, is 
an important symptom. 























Sp Do 4 aa AEC RCM IM ILE: abe ake 






















































Vou. II, No. 6 
FEB., 1933 


_ (6) Initial haematemesis. 


(7) Occasional presence of an _ increase in 
the urobilin or urobilinogen content of the urine. 


(8) Presence of a hard, enlarged liver with 
an uneven surface and of an enlarged spleen. 
The enlargement of liver and spleen is_ not 
always present and it is sometimes difficult to 
detect because of meteorism. 


(9) X-ray demonstration of oesophageal 
varices which requires an experienced radio- 
logist. ~~ B. 


The Mechanism of sudden Heart Failure in Beriberi 


K. F. WENCKEBACH (Klin. Wschr, 39: 1641 
Sept. 1932). describes the clinical characters of 
beriberi from a series of 12 cases which he re- 
cently observed in Java and Singapore. 


(a) An enlarged heart on both sides, as in 
mitral diseases, both radiologically as well as by 
palpation and percussion. 


(b) Generally a systolic, less commonly, a 
presystolic or a diastolic sound may he present. 


(c) A visible and a palpable wavy pulsation 
in the praecordium., 


(d) The pulse is of the nature of Corrigan’s 
with a sudden rise and great amplitude and a 
muffling sound is heard over the big arteries. 


_ (e) The neck veins and arm veins are always 
full and the liver is always enlarged and tender. 


(f) Dyspnoea, palpitation along with pain in 
the epigastrium. 


(g) The calf muscles are hard and tender 
without even any trace of oedema over the 
anterior part of tibiae. 


The author considers that, as the cardiac 
changes in beriberi can not be produced in 
animal experiments, a systematic study has not 
yet been possible. Pathologically the heart is 
very big and pushes the lungs outwards and 
there is difficulty of respiration. The right ven- 
tricle is very big and the left ventricle is small 
and contains very little blood during the stage 
of failure. The venous pressure is always higher 
than normal about 8-12 cm. water pressure and 
according to the author, the prolonged excessive 
inflow of blood into the right ventricle combined 
with the tense condition of the cardiac muscula- 
ture due to the water-logged condition, leads 
to its failure. The peripheral arterioles are 
dilated. 


He describes the adrenalin test of AALSMEER. 
On injection of adrenalin the heart rate increases 
anda sound is heard even over the smaller 
arteries. The diastolic blood pressure diminishes 
markedly and falls even to zero and these find- 
ings disappear. Adrenalin does not cause 
contraction of the peripheral arterioles, rather 
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even dilates the already dilated arterioles. The 
only drug of value is pitressin, which causes 
contraction of the arterioles. Pitressin mnst be 
administered with caution as it causes a strong 
contraction of the coronary arteries. All other 
cardiac drugs have been found of little use. 


J. N. D. 


The incidence of Albumin and Sugar in the Urine of 
Normal Women. 


G. W. THEOBALD, ( the Lancet, Vol. II. 1380, 
Dec. 24, 1932) as a result of his investigation 
obtained the following results : 


1. Albumin was present in clinical amounts 
in the urine of 236% of college girls, 16°7% of 
post office girls, 8°2% of charwomen over 25 
years of age; while only 1O out of 92 women 
medical students consistently passed urines, either 
free from or containing less than a trace of 
albumin. 


2. In most of the morning specimens 
examined not a single cast was seen, and on no 
occasion was more than one granular cast 
observed. 


3. There was no clear 
marked association between 
the age of onset of menstruation. 


evidence of any 
albuminuria and 


4. Sugar was not detected in clinical amounts 
in any sample of urine, but was most frequently 
found in small amounts in the urine passed first 
thing in the morning or in the evening, and least 
often found in the sample after breakfast or 
lunch. 


5. ‘Twenty-four hour samples of urine are 


useless for investigating glycosuria or albu- 
minuria, and in the investigation of a case of 
non-nephritic albuminuria the sample of least 
value is that passed on rising. 


6. Not only is the incidence of albuminuria 
during the sixth month of pregnancy so low as 
to demand an explanatiun, but an existing non- 
nephritic albuminuria tends to clear up during 
the early months of pregnancy, J.C. B. 


Prognosis ia Coronary Thrombosis 


C. F. CoomBs (Bristol Med-Chir Jour. Vol. 
XLIX. No. 186, 277, 1932) summarises from a 
series of 144 clinically diagnosed cases of 
coronary thrombosis, that approximately one-third 
died in or shortly after the initial attack. Of 
those who survived the attack, about one-third 
died during the ensuing year, 


The severity of the attack appears to have 
more prognostic import than the state of the 
patient before the attack. He thinks that the 
degree to which the pulse pressure falls, is a 
good index of the severity of the attack. The 
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normal pulse pressure according to him is 40 
per cent of the systolic pressure and that a 
fall to 25 per cent or below is a bad sign. 


J.N.D. 


Peptic Ulcer 


Early and Late Effects of parenteral injections 
of Nonspecific Protein. 

LAY MARTIN (Annals. Int. Med. Vol. VI, 
622, November, 1932) as a result of treatment 
of cases of peptic ulcer by six or more intra- 
muscular injections of milk protein on alternate 
days, reports as follows : 

1. 78% of his series were greatly improved 
ov clinically cured at the end of treatment. 
The percentage of clinical cures was 846 
amongst those whose symptoms were only of 
a few months’ duration. 

2. One to four years after treatment, 60%) 
of the 60 cases who reported, were clinically 
cured or improved. Of those whose symptoms 
had existed for less than one year prior to 
treatment, 779%) showed improvement or 
clinical cure, 

3. Most of 
general diet. 

4. Duodenal ulcer in man may be the result 
of a reaction of sensitised cells to a specific 
antigen. 

5. The therapeutic aid brought about by 
the parenteral injection of milk protein may be 
due to a nonspecific desensitization of the 
sensitized cells. J.C. B. 


these patients had been on a 


Acute Abdominal Symptoms in Malaria 


Ix. P. A. TAYLOR (The Lancet Annots. 1284, 
Dec. 10, 1932) reports on the incidence of 
vomiting or other acute abdominal symptoms, 
in malarial patients, which may lead to un- 
necessary surgical intervention, unless’ the 
possibility of their occurrence is borne in mind. 
In a series of 25 cases in course of five years 
in his hospital practice, 3 were true surgical 
emergencies ; 16 showed malaria parasites in 
the peripheral blood, and 6 showed no parasites 
but responded to quinine therapy. He emphasises 
on the importance of blood examination as an 
aid to the diagnosis of the malarial condition. 


He recognises two clinical signs as suggestive 
of abdominal malaria: (1) the presence of 
macroscopic or occult blood in the vomit or 
gastric contents, (2) the absence of involuntary 
muscular rigidity of the abdomen. . 

Most of the patients in his series who showed 
abdominal symptoms had malaria of the aestivo- 
autumnal type. 


JOURNAL 
I. M. A. 


In conclusion, operation is advised only when 
pain and rigidity are persistent and leucocytosis 
is present or when non-filamented neutrophiles 
are found in the peripheral blood, J.C. B. 


SURGERY 
Post-Operative Hernia 


R. W. Mc NEALY and M. E. LICHTENSTEIN, 
(Amer. Jour. Surg. Vol. XVIT, 91, Oct. 1932), in a 
consideration of the etiological factors of post- 
operative hernia concludes the following from 
their clinical and experimental observations : 


1. Post-operative herniations of the anterior 
abdominal wall are due to one or several of the 
following. causes : 


(a) Excessive tension on the suture line. 


(b) Mal-occlusion of the incised layers of the 
abdominal wall. 

(c) Perforation of the wall by fat or omental 
tags. 

(da) Infection of the fasciae with subsequent 
sloughing. ; 

(e) Muscle injury or paralysis. 

(f) Systemic conditions such as diabetes, 
tuberculosis, syphilis and occasionally localised 
carcinomatous infiltration. 


2. The transversalis fascia and the trans- 
versus muscle play an important role in main- 
taining, when intact, the integrity of the anterior 
abdominal wall. 

3. Accurate approximation of like structures 
is conducive to firm union. 

4. The intelligent application of abdominal 
binders and adhesive tape to the abdomen 


following closure of an abdominal wound ina 
manner to relieve the tension on the suture line, 
assists in securing firm union. PAs 3 


OPHTHALMOLOGY AND OTO-RHINO-LARYNGOLOGY 
Conservative Treatment of Otorrhea 


EK. WATSON-WILLIAMS (The Practitioner, 
No. 5, 1982) recommends warmly the following 
vonservative treatment in uncomplicated cases 
of otitis media. The auditory meatus is at first 
wiped quite dry with a long tampon-holder or 
with one or more match-sticks covered with 
cotton wool. Sometimes even a dozen or more 
of such match-sticks are required for the 
purpose. The auricle of the affected ear is then 
pulled upwards, outwards and backwards with 
the head turned on one side and the auditory 
meatus is filled up with dry, powdered magne- 
sium sulphate. Finally, the hollow of the 
external ear and the entrance to the auditory 
meatus (excluding the auditory meatus itself) 
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are plugged with cotton-wool which is changed 
as soon as it is soaked in the discharge. The 
process is repeated twice or thrice daily till the 
discharge lessens, when one daily application will 
suffice till its complete cessation. The magne- 
sium sulphate acts as a mild disinfectant by 
producing strong osmosis and thus an inflow 
of lymph into the middle ear. The method is 
valuable in children with chronic ear-discharge. 
The author is against irrigation which has no 
disinfectant action but causes an inward spread 
of the infection. J.C. B. 


The use of lodine in Eye, Ear, Nose and Throat Conditions 


E. Popotsky (Eye, Ear Nose and Throat 
Monthly Vol. 2, No. 9, 346, Oct. 1932) recom- 
mends iodine for local applications and for 
systemic use. 

(a) Eye: Tinct. of iodine offers a very 
efficient mode of disinfecting and _ cauterizing 
corneal ulcers. It is usually necessary to repeat 
the canterization with a small piece of absorbent 
cotton, a number of times, on successive days. 
Colloidal iodine is also very suitable and can be 
combined with boric acid, using 15 mms. of the 
iodine solution to one ounce of boric acid, 
Todine in the form of Lugol’s solution internally 
may be used with great success in the treatment 
of iritis. 

(b) Ear: A mixture of 1% iodine in boric 
acid affords a valuable adjunct for the treat- 
ment of chronic suppurative otitis media. 


(ec) Nose: In acute rhinitis an_ efficient 
mixture for allaying the inflammation, may be 
made up as follows : 

Iodine crystals—gr. ss. 
Camphor ) 

- aa. gr. V. 
Menthol )} 


Oil tar (rectified) mms. VI. 
Liquid petrolatum—ounce 1. 


M. Sig. 2 or 3 drops in each nostril every 
one-half hour. In chronic cases give 3 drops 
three times a day. Another mixture which has 
proved of value in rhinitis and rhinopharyngitis 
is 1% solution of iodine in glycerine preferably 
combined with one quarter of 1% phenol. 

(d) Throat: For tonsillitis local applications 
of iodine are of distinct value as gargle : 


Pot. Chlor. 
Phenol 

Tinct. Iodine 
Dobell’s Soln, ad 


2 drams. 
1 dram 

3 drams 
8 ounces 


one-fourth 


M. Sig. One table-spoonful in 
glass of hot water and use as gargle four 
times a day. 
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As a direct application to the tonsils : 
Iodine crystals nam 2 
Pot. Iodide ww. dr. 4 
Glycerine <— & = 

M. Sig. Apply to tonsils twice daily. 

J. N.D. 


PATHOLOGY AND BACTERIOLOGY 
Peptic Ulcer and Gastric Carcinoma 


W. D. NEwcomsB (the Lancet Annots. 1394, 
December 24. 1932) has recently studied the 
relationship between peptic ulcer and gastric 
carcinoma from the pathological standpoint. 
Because of the lack of definite histological 
criteria for the diagnosis of ulcer-cancer, there 
has been a variation from O to 90% in over 
100 published estimates of the frequency of 
ulcer-cancer. He points out the frequency with 
which heterotopic epithelium is found at the 
edge of healing ulcers and the consequent risk 
of mistaking this misplaced tissue for carcinoma. 
It was present in 44 cases in his series and if 
it had been accepted as evidence of cancer, the 
percentage of ulcer-cancer would have been 
55°5 instead of 13. He considers four histolo- 
gical criteria in post-mortem diagnosis of previ- 
ous peptic ulceration: (a) complete destruction 
of an area of muscle corresponding in size 
roughly to the floor of the ulcer; (b) presence 
of a large area of dense fibrous and granu- 
lation tissue in the floor of the lesion; (ce) 
presence of endarteritis obliterans in the vessels 
around ; (d) fusion of the muscularis mucosae 
and muscularis at the margin of the ulcer—which 
is emphasised to be as valuable a sign in the 
diagnosis of ulcer-cancer as the demonstration 
of tubercle bacilli in the diagnosis of tuber- 
culosis. J.C. B. 


Treatment of Alimentary Toxicosis 


S. KARELITZ and BELA SCHICK (Amer. Jour. 
Med. Assoc. Vol. 99, No. 5, July 30, 1932) report 
that the clinical picture of alimentary toxicosis 
in infancy is characterised by intensive “diarrhoea, 
and vomiting resulting in dehydration, impaired 
circulation, acidosis and other symptoms. Therapy 
of the condition is based on the following simple 
fundamental ideas : 


1. Diarrhoea and vomiting, once established, 
are no longer specific, but are symptoms of a 
non-specific hypersensitiveness of the gastro- 
intestinal tract. 

2. Dehydration is secondary due to loss 
of water mainly by vomiting, diarrhoea and 
hyperpnoea. ‘I'he diseased organism or rather 
the diseased cells are unable to retain either 
water or salts (plasma). 





